PUBLISHED MONTHLY for the PHYSICIAN in the GENERAL es a MEDICINE 


Gregory Zilboorg, M.D., New York, New York 


DIAGNOSTIC APPROACH TO HEAD . 


William C. Porter, Colonel, M.C., United States Arm 
Joseph Fetterman, Major, M.C., Army of the United States 


CERTAIN MEDICO-LEGAL ASPECTS 


Frank J. Curran, M.D., New York, New York 
NEURO. Page 177 


A, E. Bennett, M.D., Omaha, Nebraska 


CLINICAL OBSERVATIONS WITH 
BLECTROSHOCK THERAPY Page 180 


Alfred K. Baur, M.D., and 
Joyce Perrin, M.D., Washington, D. C. 


NEUROLOGICAL CLINICAL PATHOLOGICAL 


SANITARIA 


PEerer i Illinois 
A, E. Benwert, Omaha, Nebraska 
Francis J. BRACELAND, Penn. 
G. EsauGn, Colorado 


COPYRIGHT DEPOSIT. 
Volume V JUNE 1944 Number 6 | 
| 
A PRACTICAL JOURNAL _ON PSYCHIATRY AND NEUROLOGY | 
| | | 
| 
CONTENTS: 
| 
| | | 
| 
| | 
| 
ia | 
| 
| 
| 
| | ASSOCIATE EDITORS | 
Jacos KasAnim, M.D......San Francisco, California 
| H. Lutron, Tennessee 
Wn. MALAMUD, Massachusetts 
| | Galveston, Tenas Anour Maven, Maryland | 
Gecees Hansen, Onto Past L. _Chleago, Illnols 
i} A. Hauser, Texas A. Warrens, ™.D.......New La. 
| | S. Benwanp Worrts, York, N. Y. 
| | | 
| YEARLY SUBSCRIPTION $2.50 seus | 
| EDITOR-IN-CHIEF SINGLE COPIES 25 Cents MANAGING EDITOR i] 


THE 
RING SANATORIUM AND HOSPITAL 
Arlington Massachusetts 


Right miles from Boston at an elevation of 400 feet 


Specializing in the individualized care of Neuropsychiatric 

esses and Habit conditions. All accepted Therapies under 
the direction of a resident medical staff and trained assis- 
tants. Cottage plan permits a variety of accomodations. 


VOLTA ROSS HALL, M.D. HALLAM T. 
Medical Director Administrator 


In conjunction: The Ring School of Psychiatric Nursing 


THE HARDING SANITARIUM 
For Nervous and Mental Disorders 


NINE MILES NORTH OF STATE HOUSE—COLUMBUS 


| GEORGE T. HARDING, M.D., Medica! Director FRED H. WEBER, M.D. 
HARRISON EVANS, M.D. MARY J. WEBER, M.D. 


COMPTON SANITARIUM 


AND 


LAS CAMPANAS HOSPITAL 


COMPTON, CALIFORNIA 
(Near Los Angeles) 
Compton Sanitarium is a private psychiatric hospital with 120 beds. Emphasis is given psycho 


therapy by a staff of resident psychiatrists. Other treatment procedures are duly evaluated and 
| administered. Careful records are maintained. There are psychiatrically trained graduate nurses; 


student nurses through affiliation: nursing attendants; dietitian; occupational therapist; recreational 
therapist; hydrotherapist; masseuse. Las Campanas Hospital (43 beds) provides adjunct general 
hospital facilities. Compton Sanitarium and Las Campanas Hospital are approved by the American 


College of Surgeons. ‘ 
| GLENN MYERS, M.D. 
Medical Director. 


| Beverly Hills Sanitarium 


for 
The Study and Treatment of Nervous and Mental Diseases 
218 No. Westmoreland DALLAS, TEXAS Telephone 9-3114 


This sanitarium is a psychopathic hospital with a home-like environment and is equipped 
to treat psychiatric — cases in a most yy geteere by means of 
’ y, occupati erapy, recreational thera ysiotherapy, including 


ArtHur J, SCHWENKENBERG, M.D. Roszer E. Worn, 1.0. 
Attending Netropsychiatrist Resident Physician 


ae 
J 
q 
q 
§ 
} 
| 
| 
ig 
| 
j 
| 


WARTIME 


75 mg. 


‘ASENTING 
Brand of Adiphenine 


CIBA 


ett contains 75 me, 
ydrochioride) 4 


E 


fee 


y assault and trauma of disturbing 
Th es) Psychic influences may reflect them. 
Selves in a hyperexcitability of the auto. 
Nomic nervous System. The resu] ting spastic 
disorders of the &4Stro-intestina] tract are 
& ad 4 now being effectively managed with the 
well-known antispasmodic and Sedative 
by additional dosage of Trasentine when 
a. TOMORR OW’'s MEDICINES FROM TODAY's RESEARCH 
*Trade Mark Reg. Pat. Of, 
| 
| TRAS F-PHENOB ARB 
Each tables Contains ‘ 
@ (Warning, May be habit forming 
d 0.02 9%. Trasenting (brond of Adiphenine) it 
ACEUTICg, ProoucTS, INC, SUMMiy Ny 
AND 
~TRASENTIN 
161 


RAHM ELECTRO-SHOCK RECORDER 


A newly developed combination of Electro-Shock Machine and Surge Current Recorder . . . Pro- 
duces an instantaneous, permanent record of current administered as treatment is given . .. Com- 
pact, convenient unit, completely portable, safe and simple to operate . . . Variable timing (0.10, 
0.20, 0.30, 0.40 seconds) at voltages from 0-150 volts. 


Literature available upon request. 


RAHM INSTRUMENTS, Inc. 
12 West Broadway, New York, N. Y. 


Manufacturers and Engineers of Electro-Medical Equipment. 


RAHM ELECTRO-STETHOGRAPHS 
RAHM CORTICAL STIMULATORS 


RAHM ELECTRO-SHOCK MACHINES 
RAHM ELECTRO-ENCEPHALOGRAFZS 


The LIVERMORE SANITARIUM — Livermore, California 


SAN FRANCISCO OFFICE—450 SUTTER STREET 
FOR NERVOUS AND MENTAL DISEASES 


Situated in a beautiful valley forty miles from San Francisco, two hours ride on the 
—- Pacific Railroad. Elevation five hundred feet. Climate excellent with sunshine almost 
every day. 

Large resident medical staff; Well trained nursing service; Clinical Laboratory; X-ray 
department; Hydrotherapy, Athletic and Occupational Departments. Dietary Department in- 
sures an excellent cuisine. 

Separate Department for the functional neuroses. Cottage system for mental patients. 

Several Bungalows for individual patients. wishing home-like surroundings with absolute 
privacy and the very best accommodations. 

Booklet on request. 


J. W. Robertson, M.D., Consulting Clifford W. Mack, M.D., Superintendent 


SAINT JOSEPH SANITARIUM 


(Supervision of Sisters of Mercy) 
P. O. Box 236 


Dubuque, lowa 
or phone 526 for information 
Mild Mental and Nervous Cases 
also 
Rheumatism, High Blood Pressure, Neuritis, Obesity, and all Types of 

Convalescents 

Modern Hydrotherapy, Baths and Massage 

Insulin Therapy Resident Physician 


FENWICK SANITARIUM 


COVINGTON, LOUISIANA 
For Mild Mental and Nervous Cases as well as the Addiction Diseases. 
In continuous operation for over fifty years. 
For full information write, Dr. F. F. Youne, Director 


162 


i 
| 
i 
| 
H 
q 
: 
= 
— 
{ 
\ 
| 
4 
i 
at 3 
a 
{ 
{ 
} 
| 
? 
i 
| 


ick of regular, adequate sleep is an important 
ctor in many clinical conditions. The restoration of nor- 


vial, quiet sleep is of primary consideration in such cases 


and where the use of a drug is indicated for 


‘his purpose, “DELVINAL’ vinbarbital sodium 


nay be relied upon to induce sound, restful sleep 


in a majority of instances. 


‘DELVINAL’ SODIUM is a sedative and hypnotic of major 


clinical importance. The induction period is relatively 


brief, duration of action is moderate, and 

undesirable side effects, such as excitation or 
“hangover,” are uncommon. 

‘DELVINAL SODIUM is indicated not only for the relief of 
functional insomnia, but also as a sedative in 

certain psychiatric conditions, for preoperative 

sedation, preanesthetic hypnosis, and for the production 
of sedation and amnesia in obstetrics. It is of 

particular value in the practice of pediatrics. 

Supplied in dry filled, colored capsules of three strengths: 
'2 gr., 12 gr. and 3 gr. 


Sharp & Dohme, Philadelphia 1, Pa. 


‘DELVINAL’ SODIUM 


Vintartilal Sodium 


| 


CHEMOTHERAPY OF NEUROSYPHILIS 


Adequate treatment of early syphilis is the best method of 
preventing relapse involving the nervous system (neurore- 
currence). To detect asymptomatic neurosyphilis in_ its 
incipiency, an initial examination of the spinal fluid is advised 
not later than three to four months after the start of treat- 
ment. In patients who develop persistently positive spinal 
fluids, as well as in those with clinical evidence of neuro- 
syphilis, the use of Tryparsamide Merck merits due con- 
sideration. 

Tryparsamide Merck is a pentavalent, organic arsenical. 
Recognition of its value in the therapy of neurosyphilis has 
steadily increased since the first report in 1923 of its use in 
the treatment of dementia paralytica. Tryparsamide Merck 
has some spirocheticidal activity and an unusual power of 
therapeutic penetration into the central nervous system. 

Tryparsamide Merck often is used routinely in conjune- 
tion with fever therapy. Its use is suggested in the treatment 
of selected cases of neurosyphilis, such as incipient dementia 
paralytica, tabes dorsalis, meningeal neurosyphilis, and other 
forms of cerebrospinal syphilis. 


COUNCIL 


An outstanding 
Send for 


illustrated booklet 
Chemotherapy of 
Neurosyphilis. 


therapeutic agent 


in neurosyphilis 


ACCEPTED 


+ 
— 
— 
| 
| 
| 
| 
Chemis, RAHWAY,N. J 
MERCK & CO., Ine. Manufacturing hemists 
WITH WAR BONDS 
a 
i 


Tot. V JUNE 1944 No. 6 


EDITORIAL OFFICES 


UNIVERSITY OF TEXAS SCHOOL OF MEDICINE 
800 AVENUE B., GALVESTON, TEXAS 


BUSINESS OFFICES 
PHYSICIANS POSTGRADUATE PRESS 
500 NortTH DEARBORN St., Cutcaco 10, ILuinois 


COPYRIGHT, 1944 BY 
PHYSICIANS POSTGRADUATE PRESS 


i 


DISEASES 


(PUBLISHED MONTHLY) 


A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


The oldest national medical society, the Ameri- 
can Psychiatric Association, has closed its one 
hundredth annual meeting. The Association met 
in Philadelphia, the place of its birth, commencing 
Monday, May 15, and reaching its high point and 
hour of closing on Thursday, May 18. It was the 
largest meeting in point of attendance since the 
founding of the Association, over two thousand 
people being registered. 

The friendly, serene personality of Dr. Edward 
A. Strecker, the Philadelphian to whom fell the 
honor of presiding over this historic meeting, per- 
vaded the proceedings. It was a genial, friendly, 
and festive meeting. It was also a solemn and 
earnest one. The shadow and the rumbling of a 
world war were seen and heard at every session, 
but the spirit of hope and self-reliance and sense 
of duty was in evidence in every meeting room and 
in the papers presented. 

The war, and the role of psychiatry in prevent- 
ing and healing our war casualties, were the key- 
notes of the deliberations. These were led by 
Major General Norman T. Kirk, Surgeon General 
of the United States Army, Vice Admiral Ross T. 
McIntire, Surgeon General of the United States 
Navy, Major General George B. Chisholm, Director 
General of the Medical Services of the Canadian 
Army, our own Colonel William C. Menninger, Di- 
rector of the Division of Neuropsychiatry, and 
Commander Francis J. Braceland of the Navy. 
The immense task imposed by the war upon the 
American Psychiatric Association and psychiatry 
as a specialty was discussed in a spirit of freedom, 
enthusiasm, and a sense of responsibility of which 
American medicine can be justly proud. President 
Strecker, serving as consultant to both Surgeon 
Generals of our Armed Forces, played no minor 
role in the deliberations. 

Despite this overwhelming preoccupation with 
military problems, the historic and cultural mean- 
ings of this meeting were not overlooked. The 
American Psychiatric Association started in 1844 
w''h a membership of thirteen. It has expanded 
to a membership of over three thousand. It 
Sterted as a group of superintendents of mental 
ho oitals; it now is an organization of specialists 
Wi Se qualifications are well defined and estab- 
lis’ od by the American Board of Psychiatry and 


The Centennial Meeting of the American Psychiatric Association 


Neurology. 

A special volume, presenting a comprehensive 
history of American psychiatry during the past 
century, was published on this occasion by the 
Columbia University Press. It is a handsome ex- 
ample of the American art of printing, and was 
designed by a foremost book designer, Melvin Loos. 
Doctors J. K. Hall of Richmond, the writer, and 
Henry Alden Bunker of New York are the General, 
Associate, and Assistant Editors respectively of 
this volume. It is good that the history of Ameri- 
can psychiatry is put on sale to the profession and 
to the public in general, since it presents both a 
history and a living monument to one of the major 
American cultural values. These cultural values 
are frequently stifled in the smoke and blood of 
war. The American Psychiatric Association is to 
be congratulated on this job of salvaging and pre- 
serving some of our national cultural values. 

Visions of the great personalities of the Associa- 
tion’s past filled the banquet hall and the section 
meetings. In a special play written for the occa- 
sion and acted by a professional cast, the presence 
of Isaac Ray, the founder of American forensic 
psychiatry, and Dorothea Lynde Dix, the great 
spirit of American psychiatry, graced with inspir- 
ation and enthusiasm the banquet hall and the 
job done by a century of untiring effort. 

Dr. Alan Gregg, Director of the Division of 
Medicine of the Rockefeller Foundation, spoke on 
the Critique of Psychiatry. His was the friendly 
voice of an honorary member of the Association 
who summarized for his confreres that censure 
the membership for the most part has been di- 
recting against itself in a spirit of healthy self- 
criticism and hopeful appeal for further improve- 
ment of our work, deepening of our knowledge, 
and refinement of the awareness of our medical, 
social, and historical responsibilities. 

There was no spirit of self-righteousness or self- 
laudatory complacency in the meeting. It was a 
meeting of hard work. It was a period of earnest 
contemplation of a task to be performed and of 
the great duties to be discharged in the future, 
which history has made so near to us by the world 
crisis. 

Gregory Zilboorg, M.D. 
New York, New York 
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DISEASES OF THE NERvouS SYSTEM 


Diagnostic Approach to Head Injury Cases 


WILLIAM C. PORTER, COLONEL, M.C., UNITED STATES ARMY 
JOSEPH FETTERMAN, MAJOR, M.C., ARMY OF THE UNITED STATES 


The effect of a head injury may be primarily 
somatic or psychic, ‘‘ccommotional” or ‘“emo- 
tional.” Yet secondarily it is a mixture of the 
two, for as Denny-Brown! remarked, ‘A pe- 
culiar mixture of trauma and emotional shock 
that constitutes all war injuries retains traces 
of both features throughout the convalescent 
period.” In every injury the mind of the in- 
jured man is concerned (Fetterman?). With 
full cognizance of this correlation, neverthe- 
less the distinction as to the basic defect is of 
practical value. Such distinction will not alone 
contribute an accurate diagnosis but help to- 
wards a program of treatment, decide the 
period of hospitalization, determine evacua- 
tion or return to duty in the combat area. 

There is much controversy as to termi- 
nology. Such terms as post-traumatic consti- 
tution, post-traumatic encephalopathy, post- 
traumatic general cerebral syndrome, have 
been applied to the organic syndrome. Each 
name correctly features one aspect such as 
constitution, pathologic tissue changes, gen- 
eral symptomatology, yet not quite accurately 
encompasses the entire picture. Hence for the 
present we may retain the traditional name 
of post-concussion syndrome for the organic 
as a contrast to post-traumatic neurosis for 
the functional. 


Concussion 


When a soldier is thrown from a jeep and 
lands:on his head, several pathological pro- 
cesses take place. The sudden arrest of motion 
by the impact (deceleration) disturbs the 
position of the brain within the skull. Not 
alone is there a jar transmitted differentially 
through the various tissues of the brain, but 
the brain itself moves in relation to the skull 
(Denny-Brown and Russell*). The decelera- 
tion causes a pulling away from one side of 
the cranium, a striking against the opposite 
wall and possible twisting of the brain stem 
(Rowbotham‘). The sudden loss of conscious- 
ness, according to Symonds,‘ is due to a dis- 
turbance in neurone function produced by 
stretching and compression. Guitierrez- 
Mahoney® has confirmed the experimental 
observation that the abnormal movement of 
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the brain within the skull resulting from 
sudden acceleration or deceleration is re- 
sponsible for the more serious damage. A 
blow to the head of an animal held fixed 
causes fewer lesions than when the head is 
accelerated or decelerated. 

A sudden blow which strikes the head and 
jars its contents produces not only a paralysis 
of neurone function but also generalized 
edema. Many factors contribute to the edema 
which involves ganglion cells, the pericellular 
spaces and the perivascular spaces. According 
to Hassin? and Courville,* and others, the 
edema results from vasomotor instability, 
altered osmosis between the cells and the sur- 
rounding spaces, and altered production, cir- 
culation and absorption of the cerebrospinal 
fluid. In mild trauma such changes are re- 
versible. When the injury has been more 
severe there may be petechial hemorrhages 
and more gross contusions of the surface of 
the brain. 

The immediate consequence of a closed 
(non-penetrating) head injury is usually un- 
consciousness. This is followed by a series of 
symptoms which depend largely on the se- 
verity of the injury (and, as always, upon the 
personality make-up of the individual). The 
patient awakens from the unconscious state 
dazed and bewildered; he looks about and 
remembers that he had just started on a 
journey or that he had just gone to bed and 
now he finds himself in the hospital. At first 
he does not Know why or how he got there, 
then as his awareness increases and his orien- 
tation improves, he becomes conscious of 4 
severe throbbing headache and vertigo. 

Within a period of days his mind becomes 
alert and his distress tends to decrease. How- 
ever, for some days symptoms of fluctuating 
intensity persist. The headache and dizziness 
are made worse when he moves suddenly; 
strong lights are blinding, and sounds annoy- 
ing; in other words, his threshold of aware- 
ness is low. Concentration is difficult and he 
fatigues readily. Effort, either physica! or 
mental, makes him uncomfortable. Exercise 
and drinking add to his distress. In the co irse 
of time the symptoms tend gradually to a/ ate. 
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‘ney return, however, during episodes of ex- 
« tement, challenging tasks and difficult prob- 
ioms, and he then becomes upset, irritable 
oad uncomfortable. These episodes decrease 
in frequency, and there is a gradual return 
to normalcy. (In those instances of more 
severe injury involving laceration and intra- 
cranial hemorrhage, gliosis and cyst formation 
may result in defect and permanent residual 
symptoms.) Then we encounter loss of mem- 
ory, fatigability, diminished attention and 
concentration and focal symptoms. The dis- 
order may range from a minor defect to a 
profound change in personality and in the 
capacity to plan and execute. 


Neuroses 


The patient who was frightened by a shower 
of sand from a distant bomb blast may com- 
plain of similar symptoms. However, such 
complaints may be merely the expression of 
a personality unable to cope with his environ- 
ment. 

The quality and pattern of a psychoneurotic 
personality are usually developed early in life. 
A succession of factors has contributed to 
this personality make-up. Constitutional ten- 
dencies determined the quality and the dy- 
namic energy. For inheritance not only shapes 
our features but also influences physiological 
and emotional reactions. Childhood environ- 
ment exerts molding pressure. A home atmos- 
phere of insecurity, the uncertainty between 
periods of parental affections and outbursts 
of anger, parental examples of neurotic com- 
plaining condition the growing child. Ulti- 
mately it is the child’s method of meeting 
problems that determines his personality. 
From infancy onward a child grows up in an 
environment and a setting which provides 
both love and hostility, where instincts are 
met with denial as well as with gratification. 
Some resolve this conflict readily, but others 
fail to make adequate adjustment and can 
restrain aggressive impulses only through 
fear of punishment which leads to the use of 
symptoms as a compromise. As aptly stated 
by Kaufman,® “neuroses are linked with emo- 
tional patterns evolved early in a child’s 
adaptation between instinctual drives and 
environmental forces. .. . Frustration evokes 
ag°ression and the fear of punishment re- 
ques a repression of such aggressive in- 
sti cts.” According to this author, neurotic 
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symptoms represent a compromise which in- 
cludes a partial gratification and yet punishes. 

The sum total of inheritance, training and 
the individual’s own early reaction patterns 
shape the psychoneurotic personality and de- 
termines his “constitution.” An outstanding 
feature is a pronounced tendency toward fear 
reaction resulting from an inner sense of guilt 
or from outward reactions. The normal 
pleasure reaction is restricted because of the 
fears that are inherent in every exposure of 
participation. There is an imperfect growth 
of character with a failure of complete de- 
velopment of sex drives and adult responsi- 
bility. There are tendencies to revert to an 
infantile dependent attitude. Such a person 
is likely to be concerned about the function 
of his organs and also about various diseases. 
He is preoccupied with himself and craves 
attention. Fears and worries replace normal 
self-reliance. There is a tendency to fall sick 
with symptoms of a nervous type when faced 
with conflict. A psychoneurotic individual 
need not be consistently ill, however, for he 
may get through periods with little or no 
complaining. His symptoms may be held in 
check by ambition, by precautions, or by treat- 
ment. But under stress and strain and ex- 
haustion, when external danger mobilizes 
inner fear reactions, when the discomforts of 
actual disease or the pain of injury occur, the 
tendency to develop symptoms asserts itself. 
On such occasions the potential neurotic be- 
comes a sick man. He tends to utilize illness 
or injury to solve inner problems. The terrors 
and hazards of combat are a culture medium 
for the growth of neurotic symptoms. 

The occurrence of trauma affords a chance 
for conversion of the potential into the real. 
Miller!® emphasized the vital influences of 
the early patterns of fear and insecurity and 
the need for affection and protection as the 
determinants of neurotic symptoms. Accord- 
ing to Schilder,’! a blow to the head may 
evoke concern about sanity or may furnish a 
nucleus around which neurotic attitudes crys- 
tallize. Thus the neurotic who has received 
a blow on the head will become preoccupied 
by the pain, the swelling and the fears of 
possible consequences. He will complain of 
tightness and pressure, he is troubled by dizzi- 
ness and inability to remember and think. 
He becomes weak, sleepless, and worries and 
frets about losing his mind. He craves sym- 
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pathy and demands attention through verbal 
statements or by the more dramatic appeal 
of hysterical manifestations. 


Essential Differences 


Though there is a similarity in symptoms, 
the primary basis is seen to be different. The 
neuroses are essentially psychogenic, the post- 
traumatic concussion physical. This differ- 
ence makes the distinction almost self-evident 
in many instances. The patient with the 
organic syndrome suffered a fairly severe in- 
jury with evidence of brain damage; the 
neurotic had the constitutional tendency to 
illness and his injury may have been only 
superficial. 

In actual practice, this difference is not so 
self-evident. Following a blast a soldier lost 
consciousness and bruised himself in the fall. 
Later he seemed to be in a fog. Did he faint 
from fright or fall unconscious from intra- 
cranial edema? There were no observers 
available to determine the probable physical 
violence endured or to record the symptoms. 
We must rely upon our own analysis to formu- 
late an opinion. 

As we seek for differences we must not lose 
sight of combinations of organic and func- 
tional. The two may have been concurrent or 
in succession. A neurosis may have been 
superimposed upon an organic head syndrome 
in the same way as a hysterical paralysis may 
develop after a fracture of the fibula. In the 
latter instance we may attempt to separate 
the invalidism from the basic disability which 
arises from the fracture proper (say six 
weeks) from that contributed by the psyche, 
which may continue indefinitely. So, too, in 
the head injury cases, we must attempt to 
distinguish the functional from the organic, 
however difficult the task. 


Methods in the Different Diagnoses 


In some instances the distinction is simple 
and can be made by considering a few posi- 
tive signs. In others the problem is involved 
and one must utilize a veritable battery of 
procedures from an intensive history to a 
thorough examination and many laboratory 
tests. A concrete differentiation between or- 
ganic and functional was outlined by Ken- 
nedy’? some years ago. Kennedy listed a series 
of findings which were indicative of organic 
disease. His absolute criteria included roent- 
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gen evidence, bloody spinal fluid, and bleeding 
from the orifices. The presumptive criteria 
were convulsive states or ventricular disior- 
tion proved to be post traumatic and a history 
of prolonged unconsciousness and adequate 
trauma. We should like to extend these cri- 
teria and to emphasize the importance of 
obtaining evidence of neurosis by positive 
data, not merely by exclusion. Let us consider 
several items: 
1. The Pre-Traumatic Personality. 


It is uncommon for neuroses to make their 
debut in adult life following stress and strain, 
an illness or injury. More frequently the in- 
dividual has, in his earlier days, revealed 
traits and habits of illness which stamp him 
as neurotic. Gillespie’? has outlined a series 
of traits of childhood which are the fairly 
common precursors of adult neuroses. Gilles- 
pie’s list includes pronounced morbid fears, 
timidity and lack of aggressiveness, habitual 
anxiety, inferiority feelings, and physiological 
instability in the form of habitual restless 
sleep, stammering, nail biting, bed wetting, 
fainting at the sight of blood, and excessive 
visceral reaction to emotion. 

The above list of traits does not apply to 
the early life of every neurotic, nor is the 
normal person entirely free of them. However, 
the history of a majority of such character- 
istics and of previous illnesses suggestive of 
neurosis or hysteria is weighty evidence for 
functional illness. The examiner should make 
every effort to obtain a complete history. 
Though it seems time-consuming, such a his- 
tory will actually abbreviate the examination 
and accelerate the recovery. Symonds" makes 
the point that the discovery of psychopathic 
traits in the patient’s personality will tell 
much more than an air encephalogram or 
other special procedures. ‘“‘What’s past is pro- 
logue,” reads an inscription on the Archives 
Building in Washington. This is equally true 
for individuals as for nations. 

2. The Type and Severity of the Trauma. 

Although a minor accident might lead to 
serious consequences (subdural hematoma), 
yet, all things being equal, the severity of the 
injury will usually determine the seriousness 
of the symptoms. A soldier hurled from 4 
jeep and striking his head against a rock 
will suffer far more seriously than a ma? in 
the quartermaster corps whose head is bun ped 
by a carton. Yet recently a soldier who us- 
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.;ned a minor bruise complained much more 
t) an the patient in the adjoining bed whose 
injury was a laceration of the brain. 

;, Alertness versus Amnesia at the Time of 

the Accident. 

Loss of memory for the experience prior 
to the injury (retrograde amnesia) is the rule 
in a concussion of any severity. Indeed a pa- 
tient may not be able to recall his activities 
for several hours, or even days, before the 
trauma. In neuroses there may be no amne- 
sia. On the contrary, the neurotic patient may 
describe vividly how frightened he was, how 
he worried that the careless driver of the car 
would get him into danger (Fetterman?). His 
worrisome awareness of all the details sur- 
rounding the episode may be remarkable. Pre- 
traumatic alertness and apprehension suggest 
a neurosis; pre-traumatic amnesia points 
emphatically to organic pathology. A striking 
exception is the retention of memory and 
consciousness in some penetrating injuries 
of the skull by a bayonet and the shearing 
of part of the skull and brain by a swiftly 
moving propeller blade (Rowbotham). Gold- 
stein'® mentions instances in which a bullet 
of swift velocity penetrated the skull without 
causing loss of consciousness. 

4. Unconsciousness and Delirium. 

Loss of consciousness characterizes con- 
cussion. The disturbance in ganglion cell 
function from edema and vascular change 
consequent upon stretching and compressing 
of the brain blots out consciousness. Indeed 
the duration of this loss of consciousness is 
a useful index of the severity of the injury. 
(Pilcher and Angelucci®). Unconsciousness 
lasting over three hours is considered by 
Courville as an indication of hemorrhage 
within the brain. 

After a .severe injury the patient goes 
through a clouded state and a stage of con- 
fusion and delirium before he becomes fully 
conscious. Memory for this phase is usually 
blotted out. Cairns!78 uses the duration of 
this phase of post-traumatic amnesia as a 
prognostic time-table. According to Cairns, 
if the unconsciousness lasted five minutes to 
one hour, recovery can be expected in some 
Six weeks; if the amnesia extends several 
days, the recovery period will last up to four 
months. When the amnesia extends over 
sev -n days then the prognosis is poorer and 
im} rovement may take four to eight months. 
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It is obvious that loss of consciousness re- 
flects organic change, whereas a momentary 
dazing or no loss of consciousness is the rule 
in the neurotic reaction. 

5. Neurologic Signs, Physical Findings and 

Laboratory Data. 

If a record of the initial examination at 
the time of the injury is available, it may 
furnish positive evidence. We will learn not 
only about unconsciousness and delirium, but 
about bleeding from the ears and nose, the 
presence of unequal pupils, twitchings and 
paresis, and the findings in the spinal fluid. 
Later we may obtain significant information 
from skull films, residual neurologic abnorm- 
alities and other tests. Sometimes a pneumo- 
encephalogram will reveal the positive evi- 
dence of organic damage, but its use must 
be limited to definite indications (suspicion 
of subdural hematoma, epilepsy, and severe 
headache). Such evidence, of course, reflects 
more serious cerebral damage than has oc- 
curred in the usual post-concussion state and 
represents a contusion or laceration of the 
brain. 

The study of the brain waves by electro- 
encephalography promises to be remarkably 
helpful in ascertaining the site and severity 
of brain damage by trauma. Williams’? has 
demonstrated by serial brain wave studies 
the changes which are revealed in the early 
post-traumatic period and the improvement 
in the rhythm of such waves which runs 
parallel to recovery. Ultimately this proce- 
dure may simplify our problems, affording 
pictures of comparative value. 

Other procedures may be utilized to estab- 
lish a diagnosis. Goldstein’s recent book out- 
lines several tests which reveal defects of 
attention and memory. The Rorschach Ink 
Blot test may also be used because there are 
responses considered characteristic of organic 
damage. (Piotrowsky;?° Bochner and Hal- 
pern?!). Psychological tests which reveal loss 
of previous capacities can be employed to re- 
veal impairment in brain function. 

6. Special Symptoms. 

Following a concussion the symptoms of 
headaches, dizziness, weakness, and vasomotor 
instability have certain features. For example, 
they are made worse by movement, by heat 
and by drinking. On the other hand, a psy- 
choneurotic may say that his head bothers 
him more when sitting idly, exercise in the 


169 


| 
) 
r 
1 
5 
) 
1 
q 
i 


DISEASES OF THE 


warm sunshine makes him feel good and a 
few drinks make him happy. Several of the 
most severe head injury cases had no head- 
ache but marked loss of interest, undue 
cheerfulness, profound memory loss. Loud 
complaints of headache were common in the 
neuroses. 
Other symptoms of the psychoneuroses in- 
clude conversion disabilities, for example, 
paralysis and loss of sensation, altogether 
out of line with the organic pathology. The 
psychoneurotic may complain of loss of vis- 
ion or loss of sensation in the entire half 
of his body where he was struck (conversion 
hysteria). His hearing, vision, and gait may 
be peculiar. The specific and the general 
symptoms do not conform to a characteristic 
organic syndrome. 
7. The Mental Attitude and Thought Con- 
tent in the Later Period. 
The average person who has sustained head 
trauma is obviously distressed by his symp- 
toms, yet he seeks help hopefully—he makes 
the best of his condition, tries to do as much 
as he can, even in a restricted manner. He 
looks forward toward hope of recovery, he 
directs his energy toward effort. Not so, the 
psychoneurotic patient. Attention is concen- 
trated upon the area injured. There is ab- 
normal concern about sanity, paralysis or 
other dire consequences. The patient’s major 
interest is now his head; the future looks 
dark; he shows undue dependence and at- 
tachment. The injury occupies the foreground 
of consciousness and reactions to the injury 
reappear frequently in dreams. (Kardiner??). 
Terror dreams featuring violence recur. 
The preoccupation with the injury, the 
pessimistic mood, the tendency to blame 
others—these attitudes are more or less pro- 
nounced in psychoneuroses. The normal in- 
dividual who has sustained concussion will 
also be concerned about it and will show some 
of the above reactions. The intensity, per- 
sistence and preoccupation characterize the 
psychoneurotic. 
8. Gain: Advantage of the Symptoms to 
the Individual. 
Injury concerns the individual in his rela- 
tion to his environment. The disability pre- 
vents the normal response to work and rest, 
disrupts plans and purposes, directs attention 
from outside problems to inner pathology. 
In civilian life, someone may be responsible 
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for the injury and there is an instinct ve 
effort to obtain redress. A claim for com- 
pensation may become a motivating force in 
the lite of the injured person. During war 
time an injured soldier is taken from the 
dangers of the combat area, is withdrawn 
from the usual pressure of training, march- 
ing and fighting. He is placed in a relatively 
safe environment and receives sympathy, 
warmth and attention. Whether the gain be 
monetary in civilian life or safety during war 
time, it is a factor which tends to prolong 
the symptoms. In the history of psychoneu- 
rotic illness, the element of gain looms large. 
The tendency to place the blame upon others, 
and the tenacious clinging to symptoms may 
serve an inner need. However, there is often 
a material advantage to the illness. The item 
of gain is an incentive in another group of 
cases. We refer to the sociopathic (the con- 
stitutional psychopathic) individual. Such a 
person uses the injury as an excuse for the 
further practice of his philosophy of life, 
namely, that society owes him a livelihood, 
and that any reason for his failure or non- 
desire to fulfill his obligations to society is 
sufficient and should be utilized to the great- 
est possible extent. This is an important con- 
sideration in those accident cases where the 
compensation may become an issue. There 
is a mixture of conscious simulation and 
wishful thinking. This mechanism should be 
differentiated from that present in the psy- 
choneurotic individual where motives are 
largely unconscious. 

9. Sequence of Events: 

As a rule symptoms of a concussion are 
more intense at first and in the course of 
time they lessen. In the moderate case there 
is likely to be considerable relief and tendency 
toward further recovery. Cairns!” speaks of 
the common cycle which begins with un- 
consciousness, passes through a stage of con- 
fusion, a period of headaches and finally 
reaches the point of more or less total re- 
covery. Such a curve of recovery is not smooth 
and steadily upward, but there are flucta- 
tions from time to time. These variations 
brought on by inner factors or external events, 
do not alter the trend of progress from ill 
health to well being. Not so in neuroses. The 
symptoms are markedly influenced by «ut- 
side forces. They are responsive to situati 1s. 
For the average person, time is a thera) ist: 
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». psychoneurosis it may be an opportunity 
{ r growth of symptoms. 


biagnostic Steps Under Combat Conditions 


The combat situation surrounds the soldier 
with the hardships which induce neurotic 
reactions even in the normal. The trials of 
heat and cold, exhaustion and hunger, noise 
and filth, bombs from overhead and bullets 
from unseen enemies creeping stealthily from 
the jungle, danger and death lurk every- 
where. Such a situation obviously causes vis- 
ceral and vasomotor reactions which may be 
the starting point for a neurosis. Likewise, 
bomb blasts may cause injury as do bullets 
themselves. The diagnostic problem from blast 
concussion is quite a challenge, especially 
so when we picture the flow of wounded dur- 
ing combat and the limited medical condi- 
tions which prevail under such circumstances. 
The surgeons at the zone of combat must 
rely on several practical points: A brief his- 
tory furnishing a clue to the personality, an 
inquiry as to the mechanism of the injury. 
Was the soldier struck by a bullet; was he 
hurled to the ground; was the bomb crash 
near or far distant? Lt. Colonel Berezin?: 
described certain neurotic soldiers who be- 
came startled by the sound of bombs at a 
distance as well as by explosions nearby. One 
should learn, if possible, if there were un- 
consciousness, how long did it last and what 
were the stages in the return to consciousness. 
Next comes a study of the immediate symp- 
toms, and a thorough scrutiny of the patient: 
any signs of trauma, bruises and bleeding, 
neck rigidity, color, pupils, facial asymmetry, 
twitching, differences in tendon reflexes, ab- 
normal reflexes. Any positive findings should 
be noted and recorded. 

Let us consider the case history of a sol- 
dier who was evacuated from Guadalcanal to 
the Zone of the Interior. In the fox holes of 
Guadalcanal he had been unhappy, trembly 
and fearful. Heat, disturbed sleep, monoto- 
nous rations added to his distress; the thought 
of Jap snipers frightened him; he became 
jumpy when leaves rustled as well as when 
bullets were fired. Then there was an ex- 
Plosion and he was jarred backward. He 
believes “he was dazed but regained con- 
Scic-usness” and walked back to the battalion 
aid station and complained of sickness. He 
dey loped tremulousness and headache. These 
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symptoms grew steadily worse. Even after 
evacuation to the United States his symp- 
toms became worse and worse. 

When examined in the U. S. his complaints 
included headache, sieeplessness, weakness, 
inability to concentrate, fear of noises. An 
exhaustive examination proved negative. Then 
we chanced to see him on the day he had 
received his discharge. For the first time a 
smile replaced the dull cloud on his counte- 
nance. The earlier opinion at the combat area 
was supported by the more extensive pro- 
cedures at the General Hospital to the effect 
that the symptoms represented a neurosis. 


Diagnostic Methods at a General Hospital 


Here are available facilities and personnel 
for a searching study. As a supplement to 
the routine clinical features one may utilize 
the talents of specialists and a battery of 
laboratory tests. Here can be employed de- 
tailed x-rays and lumbar punctures, pneu- 
moencephalograms to reveal gross defects in 
brain structures or an electroencephalogram 
to show alteration in function. Equally sig- 
nificant are tests of retention and recall, of 
judgment and insight, of emotion and drive. 
Though life itself is the crucial test of an 
impaired brain, yet these procedures tell us 
much about the intactness or injury of the 
brain. For example a corporal was a passenger 
in a jeep which ran off the road. He was 
found unconscious and remained thus until 
he was put to bed in the station hospital. 
When he recovered consciousness several 
hours later he developed nausea and vomit- 
ing. A transitory weakness was found in the 
right half of the body. Gradually he improved. 
Later he was sent to the Lawson General 
Hospital. He had few complaints except a 
minor headache. The x-rays and lumbar 
puncture were negative. However, even two 
months following the injury there were resi- 
dual neurologic signs: diminished associated 
movements in the right half of the body, 
unequal pupils, a difference in abdominal 
reflexes; positive Chaddock in the right foot. 
But of greater meaning was a certain dullness 
of features, an apathy. Some considered it 
a neurosis. Yet clearly the positive neurologic 
signs were supported by a profound defect 
in memory and by a Rohrschach test of an 
organic pattern. Thus the psychologist, Lt. 
Hughes, summarized his findings as follows: 
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“The patient presented a rigid, constricted 
and blocked response pattern which is typical 
of the performance in cases with extensive 
intracranial organic patholu2,.” 


Treatment 


Though the subject of treatment will be 
dealt with in another paper, one may remark 
in passing that diagnostic procedures are an 
aid to therapy. A careful examination aids 
in establishing rapport. Likewise the findings 
decide the measures to be used and what can 
be expected of treatment. Therapy has sev- 
eral aims in attaining the ultimate goals of 
rehabilitation: to assist in restitution towards 
normal of the injured tissues; to guide the 
mental attitude towards a will to get well. 
To accomplish tissue repair we must avoid 
infection, reduce increased pressure, provide 
sufficient rest. To foster the will to get well 
we must avoid ideas of calamity and en- 
courage a feeling of optimism, of effort, of 
independence. To guide the convalescing per- 
son towards usefulness we must influence 
contacts to assist and encourage. For the sol- 
dier we should cultivate a will to return to 
duty, for the civilian offer incentives to work 
such as the opportunity for a good job not 
a pension for prolonged disability. 


Conclusions 


This paper has discussed the basis for symp- 
toms following concussion and those follow- 
ing trauma in a psychoneurotic personality. 
The psychoneuroses are psychogenic, the 
post-concussion state physiogenic. Often the 
distinction is difficult and can be made only 
by a consideration of several criteria. A dis- 
tinction should be made, not on one item 
alone, but by a careful weighing of all the 
facts. The criteria mentioned are pre-trau- 
matic personality, the severity of the injury, 
pre-traumatic alertness or retrograde amne- 
sia, unconsciousness, neurologic and labora- 
tory evidence, the grouping of symptoms and 
the mental status, the factor of gain and the 
sequence of events. Careful weighing of all 
evidence should enable one to arrive at a 
just evaluation upon which to base a program 
of treatment. 
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Certain Medico-Legal Aspects of Psychiatry” 


FRANK J. CURRAN, M.D.** 
New York, New York 


Medical students and general practitioners 
frequently ask: “What about this claim that 
patients are ‘railroaded’ into state hospitals?” 
“Who can commit a patient?” ‘How is it pos- 
sible to get a patient released from a mental 
hospital after he is committed there?” “How 
can a physician get a patient into a mental 
hospital when the patient doesn’t want to go 
and when he is threatening to sue anyone 
sending him there?” “Is it possible to commit 
alcoholics to state hospitals?”’ ‘“‘Does one have 
to be a specialist in psychiatry to sign commit- 
ment papers?” “Is there any difference in the 
professional qualifications required of a phy- 
sician testifying in criminal cases as con- 
trasted with non-criminal cases?” “How are 
the property rights of a committed patient 
protected?” “Is it possible to divorce a com- 
mitted mental patient in New York State?” 

In this paper I shall try to answer these 
questions. For an official legal reference to 
these problems I would refer you to “Hand- 
book of the Department of Mental Hygiene,” 
published by the State Hospital Press, Utica, 
New York. 

In New York City, any physician, public 
official (policeman, etc.) or the relative of a 
patient may request the admission of a patient 
to the Psychiatric Division of Bellevue Hos- 
pital or Kings County Hospital for emergency 
treatment. The patient is examined by the 
psychiatrist in charge of the admitting ward 
and this psychiatrist determines whether or 
not such admission is necessary. If the patient 
is admitted, he may be held in the hospital for 
mental observation up to thirty days. Prisoners 
and juvenile delinquents may be committed to 
these hospitals by a judge of a court of record 
for a period of mental observation varying 
from ten to thirty days. In other parts of 
New York State any person alleged to be in- 
sane to a degree which warrants institutional 
care and who is not confined on a criminal 
charge may be admitted to and confined in a 


*Frepared at request of New York University 
Medical Students for publication in their “Medi- 
col Bulletin,” Feb., 1944, No. 4, pp. 106-111. 

**Psychiatry Division of Bellevue Hospital and the 
Department of Psychiatry, New York University 
College of Medicine, New York, N. Y. 


state hospital or a state psychopathic hospital 
or a licensed private institution through one 
of the following five procedures: (1) volun- 
tary application; (2) certificate of a health 
officer; (3) certificate of a certified examiner; 
(4) court commitment; or (5) an incomplete 
court commitment to meet an emergency. Ifa 
physician or two physicians make petition for 
such emergency admissions, they must be 
qualified examiners in lunacy. 

If the individual thus admitted for emer- 
gency treatment demands his release, the 
physician in charge has the right by law to 
detain him from ten to thirty days, depending 
on how he was admitted. The patient, his 
lawyer or relatives, however, may secure a 
writ of habeas corpus and he is entitled to a 
hearing in the Supreme Court in the county 
in which the patient is confined. The Supreme 
Court Justice may dismiss the writ or he may 
order the release of the patient. 

If the physician in charge believes that the 
patient is suffering from a transitory mental 
illness such as a mild reactive depression, 
alcoholic psychosis, a mild delirium with so- 
matic disease, etc., he may release the patient 
into his own custody or that of relatives or 
friends until the patient has recovered from 
the illness. He may also discharge the pa- 
tient against advice to a relative or physician 
if he thinks the patient is mentally sick but 
not potentially dangerous to himself or others. 
The person to whom such a patient is released 
signs a notarized agreement wherein it is 
stated that he realizes he is removing an 
alleged incompetent person from the hospital 
and is willing to assume the responsibility for 
the patient’s care. 

If the physician in charge of the patient in 
a psychopathic or state hospital decides after 
a period of observation that the patient will 
require prolonged care in a mental hospital he 
may arrange for the patient’s voluntary ad- 
mission or his commitment, to a state or pri- 
vate hospital. If the patient is an infant, i.e., 
under 21 years, his parent, next of kin or legal 
guardian must make an application in writing 
for voluntary admission. The voluntary appli- 
cation sets forth that the patient is willing to 
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enter or remain voluntarily in a mental hos- 
pital (state or private) and that he will give 
ten days’ notice in writing of his intention or 
desire to leave the institution. 

If the patient is to be committed, the nearest 
relative or guardian is requested to sign the 
application for commitment on a special form 
provided by the Department of Mental Hy- 
giene. The relative makes a statement of his 
observations which led him to believe that the 
patient had mental symptoms and requires 
commitment. If the relative or “next” friend 
refuses to sign the application, he is served 
with a notice, personally or by mail, informing 
him that on the sworn petition (affidavit). 
of the superintendent or deputy superinten- 
dent of the hospital where the patient is con- 
fined, and upon the certificate of two qualified 
examiners (whose names are there men- 
tioned) application will be made before a cer- 
tain specified court on a specified date for the 
commitment of the patient to a mental hos- 
pital. The relative or friend must receive 
notice of the application at least one day 
before the hearing. 

The patient himself is also served with a 
similar written notice at least one day before 
the court procedure so that he or his relatives 
may make plans to protest the commitment 
by securing attorneys, outside psychiatrists, 
etc. 

The commitment papers contain a state- 
ment as to how the patient was admitted to 
the hospital, a brief history secured from out- 
side sources as well as a detailed statement of 
his physical and mental condition and ver- 
batim statements of the patient made to the 
two qualified examiners jointly which indicate 
the presence of delusions, hallucinations or 
other psychotic symptoms. 

Voluntary admission requires the signature 
of only one qualified eraminer but the com- 
mitment paper must be signed by two qualified 
examiners. A qualified examiner is defined by 
the Mental Hygiene Law as: “a reputable phy- 
sician, a graduate of an incorporated medical 
college, duly licensed to practice medicine in 
this state, who shall have been in the actual 
practice of his profession for at least three 
years at the time of his certification as such, 
... qualified examiners... shall be authorized 
to act as such when the facts of their qualifi- 
cations shall have been certified by a judge of 
a court of record in a form prescribed by the 
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commissioner. The original certificate s) all 
be filed in the office of the clerk of the county 
in which the qualified examiners... reside, 
and a certified copy thereof filed and recorded 
in the office of the department of mental 
hygiene and its receipt for such filing and 
recording duly acknowledged.” It can thus be 
seen that a qualified examiner need not be a 
specialist in mental disease. 

If neither the patient nor his relatives or 
friends request a hearing to oppose the com- 
mitment, the judge signs the commitment 
order which is forwarded to the state or private 
hospital and the authorities from that insti- 
tution send their transfer agent to conduct 
the committed patient to the appropriate hos- 
pital. 

If a hearing is demanded, the patient, with 
or without relatives, attorneys, or physicians, 
appears before the judge. One of the qualified 
examiners testifies as to his findings and gives 
his opinion as to the need for commitment. 
The patient and/or his representatives then 
testify and the judge from the testimony 
adduced commits or refuses to commit the 
patient or he may adjourn the hearing to give 
the patient or his relatives or friends oppor- 
tunity to secure lawyers, physicians, etc. If 
the judge refuses to commit the patient, the 
patient is released unless he is a prisoner (in 
which case he is returned to the court from 
which he was originally remanded. 

If the patient is committed, he has the right 
to demand a review proceeding within thirty 
days before a different judge. If the second 
judge sustains the order of commitment, the 
patient still has the right to a trial by jury. 
The review proceeding and jury trial may 
occur even after the transfer of a patient to 
a state hospital provided it be done within 
thirty days. If the second judge or the jury 
finds the person sane, he is ordered released 
but if he is found insane the justice shall 
certify that fact and make an order for re- 
commitment. 

When the person is finally committed and 
becomes an inmate of a state or private mental 
hospital he may be released only if the super- 
intendent of the institution believes the pa- 
tient is recovered or improved to the exten! of 
no longer being a potential menace to himself 
or others. When a committed person is sc re- 
leased, he is usually placed on parole for one 
year; he is required to report for check-v" at 
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oeriodic intervals and must have a final ex- 

nination before he is finally released from 
varole. He may, however, be released out- 
-eht without parole. If there is a relapse 
curing the parole period, he may be returned 
io the hospital without court proceedings. At 
any time while the committed patient is ina 
mental hospital he or his relatives have the 
right to secure a writ of habeas corpus and 
have a hearing in a court of record to estab- 
lish the mental condition of the patient. 

These procedures for the commitment of 
the insane apply also for the commitment of 
defectives and of epileptics, except that these 
latter are committed to state schools or epi- 
leptic colonies unless they are psychotic as 
well as defective or epileptic. Moreover, defec- 
tives may be committed upon testimony of 
one qualified eraminer and one qualified psy- 
chologist. (The qualified psychologist must 
have two full years of postgraduate study in 
psychology at an incorporated university or 
college and three years of actual clinical ex- 
perience at the time of his certification.) 

Occasionally the court will commit a patient 
to an individual or group of individuals, tech- 
nically known as “committee of the person.” 
Such individuals have the same duties as 
“committee of the property” which I shall de- 
scribe later. 

What about the commitment of alcoholics? 
If these individuals have a chronic psychosis, 
such as deterioration, a Korsakoff syndrome 
or a chronic hallucinosis, they may be com- 
mitted to state institutions. If they are merely 
alcoholics, they may be committed to private 
hospitals in New York State but may not be 
committed to state hospitals. Occasionally 
chronie alcoholics who are suicidal or homi- 
cidal when intoxicated are committed with 
label of “Psychosis with Psychopathic Per- 
sonality” to state hospitals but such indi- 
viduals are usually released outright from 
state hospitals within a few weeks. 

In criminal cases where patients are com- 
mitted to psychopathic or state hospitals for 
mental observation a different procedure is 
followed if such individuals are found to be 
mentally sick. In these cases the law requires 
a distinction between a person who is mentally 
sic) (psychotic) and legally insane. According 
to ‘he Code of Criminal Procedure, a person 
is © msidered to be insane when he is so dis- 
tured mentally that he doesn’t know the 
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nature and quality of his acts and is not able 
to advise with an attorney in his own defense. 
According to the strictest interpretation of 
this law only a markedly deteriorated schizo- 
phrenic or a patient with an organic psychosis 
who was confused, forgetful, etc., could be con- 
sidered “insane.” However, most psychiatrists 
place broader interpretation on this law and 
consider that a person may be so motivated by 
his delusions and hallucinations as to be in- 
capable of understanding the true nature of 
his acts. It is precisely because of the con- 
flicting interpretation of what constitutes 
legal insanity that so much newspaper pub- 
licity is given in the so-called “Battle of Ex- 
perts” in murder trials, etc. 

In New York State the Code of Criminal 
Procedure permits only qualified psychiatrists 
to make official psychiatric examination of 
prisoners. These qualified psychiatrists are 
appointed by the director or superintendent of 
the psychopathic hospital or state hospital 
where the prisoner has been sent on court 
order for a mental examination. 

To be a qualified psychiatrist in New York 
State one must be a physician duly licensed 
to practice in the State of New York and one 
who has had at least five years’ experience in 
actual practice. In addition, he must have 
had: (1) two years of full time practice since 
January 1, 1920, in the care and treatment of 
persons suffering from mental diseases or 
mental defects in an institution providing for 
the care of such persons and having accom- 
modations for at least fifty such patients, or 
(2) he must have devoted the five years im- 
mediately prior to filing his application for 
certification to a practice confined wholly or 
substantially to the care and treatment of 
persons suffering from nervous and mental 
diseases or mental defects, or (3) he must 
have had three years’ experience in a clinic 
approved by the board devoted to the diag- 
nosis and care of mental disorders and his 
competency must have been certified by two 
psychiatrists already certified by the Board of 
Psychiatric Examiners. 

If prisoners examined by these qualified 
psychiatrists are found to be insane within the 
meaning of the law, special procedures must 
be followed out. The two qualified psychia- 
trists either report their findings in writing 
to the court or arrange for the commitment 
of the prisoners directly to mental institu- 
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tions and then notify the court after the com- 
mitment has been made. The procedures and 
eventual disposition of the prisoners vary with 
the nature of the criminal act and the juris- 
diction of the criminal court before which the 
prisoner is being arraigned, his previous crimi- 
nal record, and his clinical nature. If very dis- 
turbed, he may require treatment in a hospital 
for the criminally insane rather than in a 
civil state hospital. (Code of Criminal Pro- 
cedure, Sections 658 to 870, as amended by the 
New York State Legislature in 1939.) 

How are the property rights of mental pa- 
tients protected? After a patient is committed 
his nearest relative or friend may petition the 
court for the appointment of a committee of 
the property. This committee consists of one 
or several persons appointed by the court on 
proper application. They must file in the of- 
fice of the clerk of court, in which such a 
committee was appointed, a bond with at least 
two personal sureties or a surety company in 
an amount fixed and approved by the court. 
The bond provides that the committee “will 
faithfully discharge the trust imposed upon 
him or them, obey all directions of the court 
in regard to the trust, make and render an 
account of all moneys and properties re- 
ceived, etc.”” The committee of the property 
cannot mortgage or dispose of real property, 
except to lease it for a term not to exceed five 
years, without the specific direction of the 
court obtained upon proceedings taken for 
that purpose. The committee may be sus- 
pended, removed or allowed to resign at the 
discretion of the court. 

When the patient becomes competent to 
manage himself or his affairs, the court will 
make an order discharging the committee of 
person or property or both and such com- 
mittee must render and file an accounting of 
his management of the incompetent’s prop- 
erty. 

What about divorce or annulment proceed- 
ings when one of the parties in marriage is 
mentally sick? 

An annulment of marriage may be possible 
in New York State if it can be proved that one 
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person was psychotic (the law uses the term 
“lunatic”’) at the time of the marriage and 
the partner was not aware of the condition. 
The annulment may be secured at any time 
after the marriage unless “the parties freely 
cohabited as husband and wife after the 
lunatic was restored to a sound mind.” 

A marriage may be voided if it can be shown 
by competent medical opinion that one party 
in the marriage has been “incurably insane” 
for a period of five years or more. However, 
if the wife is insane, the court, after render- 
ing judgment, must exact security to be ap- 
proved by a judge of the court, for her suitable 
care and maintenance during life. 

Before a marriage can be either annuled or 
voided besides other proof of mental disease 
there must be a thorough examination of the 
alleged insane party “by three physicians who 
are recognized authorities on mental disease, 
to be appointed by the court, all of whom shall 
agree that such a party is incurably insane 
and so report to the court.” If the mental 
patient is in a state hospital, one of the three 
physicians must be a member of the resident 
medical staff of the hospital. If the patient 
is not in a state hospital, one of the three 
examining physicians must be a superinten- 
dent of a state hospital.” 


Conclusion 


In this article describing procedures dealing 
with the admission and commitment of pa- 
tients to psychopathic or state hospitals or 
private sanatoria, I think that it is clearly 
demonstrated that the laws of the State of 
New York provide ample protection for mental 
cases and that it is very difficult to “rail- 
road” a mentally competent patient into a 
mental hospital. 


Editor’s Note: Dr. Curran writes with intimate 
knowledge of the legal methods and require- 
ments in New York State. He has first hand 
acquaintance with the material he presents by 
virtue of his position and associations. Com- 
ments on the above or on methods or procedures 
in other states, where, perhaps, the laws are not 
as complete or comprehensive will be welcomed. 
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Vasomotor Neuroses* 


A. E. BENNETT, M.D. 
Omaha, Nebraska 


A number of poorly defined syndromes pre- 
sumed to be a combination of peripheral nerve, 
blood vessel, and sympathetic nerve disorders 
have been included under the title of vaso- 
motor neuroses. Such diseases as acropar- 
esthesia, Raynaud’s disease, angioneurotic 
edema, erythromelalgia, scleroderma, caus- 
algias, phantom limb, and other indefinite 
syndromes have been so classified. 

The etiology of all these conditions is ob- 
scure. The autonomic nervous system with its 
effect upon peripheral blood vessels and con- 
sequent production of vasoconstriction in 
some cases, vasodilation in others, and certain 
types of pain, seems to be a causative factor. 
Whether the endocrine system and other 
metabolic disturbances play an etiologic role 
is undetermined. A neuropathic predisposition 
with an hereditary diathesis may possibly ex- 
plain in part some cases. Exciting factors such 
as trauma, focal infection, and exogenous 
toxins probably start the vicious cycle of ab- 
normal neurovascular physiology. 

To a great American neurologic pioneer, 
S. Weir Mitchell, should be given credit for 
accurately describing most of these syn- 
dromes; some bear his name. During the 
Civil War Mitchell, Morehouse, and Keen 
studied patients with peripheral nerve lesions 
and described such conditions as causalgia, 
phantom limb, reflex paralysis, and ery- 
thromelalgia. Later they established the 
Orthopedic Hospital and Nervous Infirmary 
of Philadelphia, where I had the privilege of 
serving my neurologic residency. To Weir 
Mitchell’s descriptions seventy years ago of 
these disorders we have added but little in 
our clinical observations or laboratory re- 
search toward a better understanding of these 
obscure disorders. 


Acroparesthesia 


This disorder is usually seen as part of a 
Menopausal syndrome in women. The symp- 
toms, largely subjective, consist of numbness, 
coldness, tingling, and crawling sensations of 
the extremities, especially the fingers. At 


*‘T'resented before the Omaha Midwest Clinical 
Society. 


times the sensations are painful; the hands 
feel stiff and are usually worse at night. There 
are no objective signs except slight pallor. 
This is a vasomotor neurosis sometimes re- 
sembling tetany. Apparently an irritability 
of the vasomotor centers results in constric- 
tion of the blood vessels and produces slight 
anemia of the peripheral nerves. 

The disorder runs a chronic course and must 
be differentiated from such organic diseases 
as spinal gliosis, combined sclerosis, and 
acromegaly. At times it is associated with 
polycythemia. Often seen with emotional in- 
stability, it is sometimes hard to differentiate 
from an hysterical neurosis. 


Raynaud’s Disease 


This disease is sometimes called symmetri- 
cal gangrene. In the early stages a dead feel- 
ing occurs in the extremities with attacks of 
local syncope or asphyxia. This condition is 
followed by cyanosis and later by a blue black 
appearance of the fingers or toes with a sharp 
line of demarcation. The majority of cases 
occur in young women. The cause is unknown. 
At times the disease is seen as a symptom of 
organic neurologic diseases such as multiple 
sclerosis, syringomyelia, cord tumor, or tabes 
dorsalis. The vasomotor disturbance may be 
secondary to some endocrine disease. At times 
attacks of frostbites precede the syndrome. 
Cold weather or occupational factors make 
the symptoms worse. 

The attack generally begins with numbness 
or deadness in the fingers or other symmetri- 
cally situated parts such as toes or lobes of 
the ears. At first the parts are pale and waxy; 
they feel cold, with local syncope. There may 
be intense pain during this period. The at- 
tacks last from minutes to hours and are 
relieved by hot applications. The syncope is 
replaced by cyanosis, the skin becomes bluish 
red, and the pain increases. Other trophic 
changes of skin and nails with atrophy of 
muscles may occur and dry gangrene and 
ulcerations eventually result. Insomnia, ano- 
rexia, loss of weight, and emotional upsets are 
disturbing general symptoms at times. The 
attacks recur over a period of years before 
gangrene finally develops. 
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Erythromelalgia 


S. Weir Mitchell first described this rare 
disorder, paroxysmal attacks of pain and red- 
ness of the skin of hands and feet. The pain 
usually begins in the feet, in the ball of the 
big toe and is followed by redness, throbbing, 
burning, and edema. The attack is aggra- 
vated by heat and dependent posture of the 
feet; it is relieved by cold and elevation. The 
attacks last from minutes to hours, are often 
worse at night, cyanosis may appear at the 
end of the attack. The disorder is more fre- 
quent in males and like Raynaud’s disease is 
seen at times with other organic neurologic 
diseases. It is a true angioneurosis and may 
be due to a disease of the sympathetic lateral 
horns. In many respects it suggests an atypi- 
cal type of Raynaud’s disease. 


Causalgia 


A minor injury to a peripheral nerve may 
lead to chronic irritation of the sensory nerve, 
which causes a burning type of pain. This 
condition is frequently seen in war and in- 
dustrial wounds. 

The distribution of the pain is not always 
anatomic. The same symptoms may spread 
up a limb or to the opposite limb outside the 
distribution of the sensory nerve involved, 
without adequate anatomic explanation. Tro- 
phic changes, glossy skin, coldness, cyanosis, 
and edema are present. 

The subjective complaints are excessive with 
local hyperesthesia. The motor disability may 
seem to be functional, or exaggerated or even 
malingering type. If combined with genuine 
functional symptoms, it may lead to an erro- 
neous diagnosis of compensation neurosis. A 
severe psychiatric disorder may accompany 
major causalgia. 

De Takats has recently described three 
stages in the development of the syndrome. 
First stage characterized by burning pain 
made worse by jarring, emotional upsets and 
air currents. The skin is warm and dry, sub- 
cutaneous tissues are edematous due to in- 
creased capillary circulation. Second stage, 
the pain spreads, is neuralgic in character, the 
affected parts are cooler, periarticular edema, 
and joint stiffness occur. Third stage, in- 
tractable pain spreads to other parts not 
anatomically distributed and atrophy of skin, 
muscles and bones occur. The patient be- 
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comes markedly psychoneurotic. The conii- 
tion seems to be caused by chronic increa<ed 
vasodilatation. 

The traumatic factor is often mild, merely 
an injury to wrist or ankle. Usually physio- 
therapy does not relieve and may increase 
suffering. Heat, massage, and active motion 
aggravate the symptoms. Repeated procaine 
or novocaine injections into trigger points or 
sensitive areas gives relief in the early stages. 
Injections of appropriate sympathetic ganglia 
may also give relief but sympathectomy may 
be required in severe cases. 

The median and sciatic nerves are those 
most commonly involved. In one of my pa- 
tients a severe median nerve causalgia de- 
veloped from injection of hypertonic solution 
into the antecubital vein. Fluid escaping out- 
side the vein produced a perivascular indura- 
tion and resulted in a severe, disabling median 
neuritis and causalgia. The condition per- 
sisted for about two years before recovery. 
In another case, after an accidental gunshot 
injury near the brachial plexus, such an in- 
tolerable causalgia syndrome of the median 
and ulnar nerves developed that the patient 
tried to persuade a surgeon to amputate the 
arm. Upon refusal he committed suicide. 

Another patient had severe pain after a 
mild trauma of the foot. Surgical resection 
of the area only made matters worse. Later 
a posterior root resection, rhizotomy, and 
finally thigh amputation all failed to prevent 
the spread of the pain. Although there were 
many hysterical and compensation factors in 
the case it seemed unlikely that this patient 
would permit all these procedures for relief 
if her suffering had not been great. Complete 
permanent disability resulted from this ma- 
jor causalgia. 


Phantom Limb 


The illusion of persistent presence of a limb 
after amputation is called phantom limb. For 
years after the stump is healed there is 4 
vivid sense of the absent member. The pa- 
tient is often more aware of it than of the 
normal limb. Sometimes the pain is so <is- 
tressing as to destroy his social usefulness. 
In a high percentage there is the sensa‘ion 
of contracture, nails cutting into the fles': or 
being pulled out, boring pain in the bo7es, 
tearing, pressing, stabbing, or burning A 
slight injury to the stump may aggravate «nd 
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rvous tension, worry, fatigue states, ex- 
sure to cold, or change of weather may in- 
ease the sensations. The stump is usually 
jider than normal. Excess sweating and 
»yperesthesia may be present; always the 
patient perspires more on the affected side. 
Fibrillary twitchings and at times involuntary 
jerking movements occur. 

Amputation of neuromata usually fails to 
give relief; but blocking of the sympathetic 
nerve impulses by repeated injections of the 
stellate and second thoracic nerves may give 
relief. 

Moersch and Bailey believe the pain is cen- 
tral or psychic in origin and the condition is 
allied to obsessional neurosis. According to 
Livingston, the evidence favors some form of 
peripheral stimulation which brings about an 
abnormal state of the blood vessels and sweat 
glands with cutaneous hyperesthesia. Relief 
from injection of the sympathetic nerves re- 
inforces this theory. 

One of my patients after leg amputation for 
Buergers disease had a very distressing sen- 
sation of phantom limb, associated with a 
reactive depression and complete invalidism. 
She refused all attempts to equip her with 
an artificial limb. The patient made a com- 
plete recovery from the depression following 
electroshock therapy and ceased to complain 
of the phantom limb. She has remained well 
and active for two years. 


Scleroderma 


A disease of the skin characterized by dif- 
fuse or patchy induration and atrophy is 
scleroderma. It may occur at any age but 
usually begins insidiously in adolescence, more 
frequently in women than in men. Dermato- 
myositis may pass over into scleroderma. Its 
etiology is unknown, a “trophoneurosis.” The 
pathology consists of atrophy and induration 
of the skin, subcutaneous tissue, muscles, 
bones, arteries, and nerves, with reduction in 
the capillary bed and loss or excess of pigmen- 
tation. 

The disease affects every part of the body 
and limbs, face, neck, shoulders, arms and 
finvers. At first it may be circumscribed with 
areas of erythema, syncope, and cyanosis, as 
in "-aynaud’s disease. There is a gradual thin- 
nins of skin with atrophy, pale, marble-like 
tig’ = skin, thin lips, narrow nose and pinched 
fac’ devoid of expression. Anhidrosis, exces- 
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sive or reduced pigmentation, itching, numb- 
ness, and loss of sebaceous glands appear. 
Sclerodactylia with rigid joints and trophic 
changes in the hair and nails occurs. The 
disease runs a slow chronic course with even- 
tual cachexia. 

This condition, sometimes confused with 
deforming arthritis offers an entirely different 
clinical picture; the blood studies show a nor- 
mal condition and the sedimentation rate is 
normal, with no evidence of infection. The 
extremities affected appear infantile and un- 
der developed, quite different from their ap- 
pearance in arthritis. 

Facial hemiatrophy and progressive lipo- 
dystrophy, also rare trophoneuroses which be- 
gin in early life with progressive thinning of 
subcutaneous fat, are related to scleroderma. 
Little is known of their etiology. 


Treatment 


Sympathetic nerves maintain a constant 
tonic influence upon peripheral blood vessels 
and are capable of causing sustained vaso- 
spasm and probably causalgia pain, if we ac- 
cept the theory of local ischemia. A release of 
spasm is accomplished by producing vaso- 
dilation from sympathectomy. Probably other 
factors in the production of these syndromes 
are not well understood. In causalgia chronic 
vasodilatation is present. Novocaine injec- 
tions of the trigger zones and sympathetic 
ganglia, followed where relief is obtained by 
injection with sympathetic ganglionectomy, is 
the best treatment. Thoracic and lumbar sym- 
pathectomy or ganglionectomy have through 
permanent vasodilatation produced favorable 
results in Raynaud’s disease, and also in some 
cases of phantom limb, causalgia, and in- 
tractable erythromelalgia. One per cent pro- 
caine or novocaine injections are carried out 
in the injured part daily. Where the pain has 
spread to other parts then paravertebral in- 
jections are necessary. If the pain returns 
within a few hours after injection sympa- 
thectomy should be performed, usually the 
second and third thoracic for upper extremi- 
ties and the second and third lumbar sympa- 
thectomy for lower extremities. 

Physiotherapy in my experience has failed 
to relieve the pain of these afflictions. Tem- 
porary relief has been obtained in Raynaud’s 
disease and scleroderma from artificial fever, 
probably from its vasodilatory effect. Medical 
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therapy likewise has been of little help al- 
though in one case of Raynaud’s disease and 
acroparesthesia I felt that nicotinic acid was 
of definite benefit, perhaps again from vaso- 
dilation. Estrogenic substances are recom- 
mended in acroparesthesia largely because the 
syndrome is seen during the female meno- 
pause. 

In causalgia of traumatic origin with evi- 
dence of scar tissue, a neurolysis should be 
done early and a nerve transplant to a new 
bed. Removal of foreign bodies and scar tissue 
have helped in some cases where a definite 
trigger zone or sensitive area could be felt. 
In other instances in which there was every 
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reason to believe that injury to soft tissue and 
adhesions were the cause of pain, surgical re- 
moval did not benefit the patient. I know of 
no sure way to determine which case will be 
benefited, but the discomfort is usually so 
great that one is justified in recommending 
exploration. Posterior root section and rhi- 
zotomy have not helped cases of severe causal- 
gia, in my experience. Some cases are bene- 
fited by time alone. 

The many problems of understanding these 
syndromes will remain unsolved until the 
neurophysiologist can give us more adequate 
concepts of the physiology of the sympathetic 
nervous system. 


In presenting the following observations 
based on our experience with electroshock 
therapy, it is our purpose to stress the clinical 
aspects. We hope that this report may be of 
value to those physicians not themselves using 
the treatment as well as to those actively 
engaged in its use. We are making no attempt 
to present a full evaluation of our statistical 
results and are trying to avoid controversial 
speculations. 

From September 1, 1941, to October 1, 1943, 
a series of a hundred and thirty patients, 
ranging in age from 18 to 58, were treated with 
electroshock therapy. Each patient received 
a preshock survey, including physical exami- 
nation, x-rays of the chest and spine and 
routine urine and blood studies. Other special 
examinations were done only as indicated. 
Early in our experience persistent, severe de- 
pressions were considered the primary indi- 
cation for electroshock therapy. Later, we 
added certain patients designated as “be- 
havior problems.” By these, we mean those 
individuals showing extreme suicidal and/or 
homicidal drive, with marked restlessness, 
agitation and tension. Frequently these pa- 
tients had become feeding problems. 

In agreement with other workers, the great- 
est percentage of recoveries were obtained in 
those patients primarily showing depression 


*From the Male Receiving Service, St. Elizabeths 
Hospital, Washington, D.C. 
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Clinical Observations With Electroshock Therapy* 


ALFRED K. BAUR, M.D., and 
JOYCE PERRIN, M.D. 
Washington, D.C. 


with retardation or agitation (manic de- 
pressive depressions and involutional melan- 
cholia). In a total of 36 manic depressive 
depressions, 20 “recovered,” 13 “improved” and 
3 were “unimproved.” In 9 cases of involu- 
tional melancholia, 4 were recorded as “‘recov- 
ered,” 3 as “improved” and 2 as “unimproved.” 
In the patients who “recovered,” a relatively 
small number of treatments (4 to 6) were re- 
quired. Objective and subjective improvement 
was noted most frequently following the third 
treatment. 

Because a number of fundamentally schizo- 
phrenic patients also showed prominent de- 
pressive features, 56 in this classification were 
also treated. Of these, 20 “recovered,” 15 “im- 
proved” and 21 are “unimproved.” An average 
number of 8 treatments were required in those 
who recovered. Improvement was noted most 
frequentiy after the third or fourth treatment. 
This group showed a much greater tendency 
to relapse than did the group showing depres- 
sion without schizophrenic coloring. (Three 
of 36 manic depressive depressions relapsed as 
compared with 21 of 56 schizophrenic depres- 
sions.) Resumption of treatment while pro- 
ducing temporary remissions resulted usually 
in no lasting improvement. (In only 2 of 15 
patients so treated was the improvement sus- 
tained.) It can be inferred therefore hat 
relapse suggests a poor prognosis. It is i: ‘er- 
esting to note that in several patients s! 0W- 
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..g what was called manic depressive depres- 
mn, treatment resulted in the lifting of the 
c pression and the emergence of unsuspected, 
jatent, schizophrenic features. In these cases, 
it seems probable that the initial diagnosis 
was incorrect. 

A similar group called ‘undiagnosed psy- 
choses with schizophrenic and depressive fea- 
tures” was treated. The affective features were 
of such prominence that we were reluctant to 
place these patients in the schizophrenic 
group. Of 15 such patients, 5 “recovered,” 1 
“improved” and 9 were “unimproved.” Al! 
patients in this group who received additional 
treatment following relapse showed no lasting 
improvement. These results suggest a rela- 
tionship between this group and the group 
diagnosed schizophrenia with depressing fea- 
tures. 

In those patients previously referred to as 
“behavior problems,” shock therapy was insti- 
tuted when ordinary psychiatric management 
had failed. The greater number of these were 
diagnosed schizophrenia or undiagnosed psy- 
chosis. These patients constituted a serious 
hazard to themselves as well as to others. It 
was impossible to provide adequate nursing 
care because of the acutely disturbed state. 
Our hope primarily was to modify the be- 
havior of these patients in order to make them 
more amenable to hospital routine. We frankly 
did not expect recovery. However, in a sur- 
prising number of patients, the behavior was 
not only mollified but improvement continued 
to recovery. Of 28 such patients, 12 “recov- 
ered,’ 7 “improved” and 9 showed “no im- 
provement.” It is noteworthy that in all pa- 
tients who were feeding problems, treatment 
resulted in resumption of voluntary food in- 
take and marked improvement of the general 
nutritional state. Treatment was not success- 
ful in patients with prominent paranoid con- 
tent, particularly in those with homosexual 
projections. On the whole, we found shock 
therapy an invaluable aid in the management 
of severe behavior problems. 

During the series of treatments, a number 
of interesting developments occurred. These 
are being listed in their approximate fre- 
quency: 

1) Temporary impairment of memory, es- 
bec ally for the details of the present illness. 

2 Headache, backache and muscle fatigue 
im) ediately following treatment. (All pa- 


DISEASES OF THE NERvous SYSTEM 


tients with backache had re-check x-rays of 
the spine with negative findings in all cases.) 

3) Dislocation of the jaw in 11 of 55 pa- 
tients. (Early in the series, the number of dis- 
locations was not recorded.) 

4) Urinary incontinence (no bowel incon- 
tinence occurred). 

5) Occasional erections. 

6) Two patients had subconjunctival hem- 
orrhages. 

7) Two patients had ruptured superficial 
blood vessels on the temples immediately un- 
der the electrodes. 

8) One patient who by mistake had eaten 
breakfast vomited during the convulsion with- 
out ensuing complications. Nausea was an 
occasional complaint. 

9) One patient complained of radicular 
pains in the arms (re-check x-rays of the 
spine revealed no fracture and the pains dis- 
appeared with physiotherapy). 

10) One death occurred in the series but its 
relation to electroshock therapy is debatable. 
This patient received a series of 8 electrically 
induced convulsions. For some unknown rea- 
son, no further convulsions could be induced. 
Eleven days after the last electroshock treat- 
ment, he was given metrazol. Thirty-six hours 
after the metrazol convulsion—while in a cold 
pack given to control his excitement—the pa- 
tient suddenly went into shock and died. Per- 
mission for autopsy was not obtained and the 
death was attributed to exhaustion incident 
to schizophrenic excitement. 

The development of a definite hypomanic 
reaction occurred in only two depressions fol- 
lowing treatment. One was of short duration 
while the other was persistent. Feelings of 
well being and relief were frequently observed 
but were not sufficiently marked to be consid- 
ered pathological. 

Three patients with marked neurotic ex- 
coriations were treated. The skin lesions had 
failed to respond to persistent local treatment. 
However, dramatic improvement of the skin 
lesions occurred along with improvement in 
the mental state. 

In 17 patients it was considered advisable to 
administer curare* intravenously in conjunc- 
tion with treatment. Our indications for its 


*Intocostrin (Squibb), extract of unauthenti- 
cated curare, physiologically standardized so 
that each cc. had a potency equivalent to 20 


mg. of standard drug, was used. 
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use were: 

1) Age (over 45-50). 

2) X-ray evidence of bone pathology (osteo- 
porosis, old fractures, old osteo-myelitis). 

3) Convulsive muscular contractions of such 
severity that injury was feared. 

The results with curare were uniformly 
satisfactory and its use was without compli- 
cation, except for a slight increase in cyanosis 
and post-convulsive apnoea. In one patient, 
severe nausea and retching occurred but not 
until after the third injection of the drug. 
Our dosage varied from 21% to 3% cc. (50 to 70 
milligrams) depending on the weight and in- 
dividual reaction of the patient to curare. 


Summary 


1) Clinical observations made during the 
treatment of 130 patients treated with electro- 
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shock therapy are reported. 

” 2) Indications for electroshock therapy re 
presented. 

3) Comparison is made of its value in the 
treatment of depressions in both the affective 
(manic depressive depressions and invoiu- 
tional melancholia) and schizophrenic reac- 
tions. 

4) Shock therapy has proved to be an in- 
valuable aid in the management of certain 
“behavior problems.” 

‘5) Complications encountered during treat- 
ment are outlined. 

6) The use of curare is discussed. 


Authors’ Note: Acknowledgment for assistance 
with this study is made to: Lieut. Z. M. Leben- 
sohn, USNR, MC, Lieut. R. C. Burnham, USN, 
MC, and Dr. A. M. Duval. 
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Presentation 


The patient was a 1734 year old white male. 
Born prematurely, he weighed five pounds 
five ounces at birth. Pregnancy had been nor- 
mal except for hives which occurred just 
before and during the early months of ges- 
tation. Copious administration of adrenalin 
resulted in symptomatic relief. Patient had 
suffered a “blue spell’ on the third day of 
life, and until the age of 13 years he exhib- 
ited frequent periods of what was calied 
“preath-holding,” during which he would be- 
come cyanotic and lose consciousness. It is 
estimated that he had between 125 and 150 
of these spells, occurring less frequently in 
later years, with none after the age of 12. 
Occasionally they occurred during sleep. It 
was thought that the attacks were precipi- 
tated by crossing the child, and he was known 
to have them on passing a cemetery, which 
he did not like to enter. Abandoned laughter 
precipitated attacks. In these episodes his 
head would be thrown backward and he lapsed 
into unconsciousness. The extremities would 
extend and the hands pronate. He was not 
incontinent. Any attack would last less than 
a minute and was followed by.deep sleep. He 
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never had a clonic convulsion. Because of the 
episodes of “breath-holding’” the thymus 
gland was examined in infancy by roentgen 
ray and was found to be enlarged. He was 
given an occasional thymic irradiation, the 
last at about the age of 5 or 6 years. He had 
received a total of 20 such treatments. 

As an infant he was a difficult feeding 
problem. He weighed 15 pounds at one year 
of age. Despite a voracious juvenile appetite 
he never gained weight normally. Because of 
frequent attacks of what was termed “bron- 
chitis” or “asthma,” he was skin-tested for 
all of the common foods at the age of 7, and 
was found to react positively to practically 
all of them. In spite of these reactions he was 
allowed to eat mostly as he wanted. 

Beginning at the age of 5 months there 0c- 
curred the feverish attacks, the final one of 
which was associated with his demise. Over 
the years there had occurred 15 to 20 of these 
episodes during which he had what see:ed 
to be bronchitis, and during which a ¢€ 4g- 
nosis of pneumonia usually was made. “he 
attack was ushered in usually by what ip- 
peared to be rhinitis, and a low grade {: ver 
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, 105 or 106 degrees F. Occasionally a chill 
receded the fever. Rales could then be heard 
-o the chest. The fever would range between 
-J1 and 106 degrees for 24 hours and then 
jrop precipitously, but the temperature would 
-ot return to normal. Rapid swings of fever 
petween a range of 2 degrees would then oc- 
cur for the next three or four days, the tem- 
perature tending toward normal with the pas- 
sage of time. It was unusual to find the tem- 
perature the same on any two successive 
readings taken as closely as % hour apart. 
The later fever attacks were quite definite- 
ly aborted by 34 grain of nembutal taken 
once or twice. 

All attacKs were accompanied by what had 
been called pylorospasm. He would have se- 
vere abdominal pain and pain in both arms 
and legs. The pain was accompanied by vom- 
iting, and he then was unable to keep any- 
thing down for a day or two. The longest 
episode of vomiting lasted for ten days. The 
vomiting of blood during these episodes had 
at one time resulted in a diagnosis of gastric 
ulcer. He would have a normal blood count 
during the feverish episodes, during which 
the urinary output decreased, and the urine 
contained albumin, and hyaline and granular 
casts; the blood non-protein nitrogen would 
rise (as high as 88 mg. per cent). The blood 
pressure, always labile, would not rise, and 
usually fell during an attack. He lost 8 to 
10 pounds with each attack, which he would 
regain quickly. The attacks were terminated 
by his unexpected announcement that he felt 
well, 

His family which included an intelligent 
and observant physician noted that the at- 
tack of fever always followed excitement or 
tension. Contemplation of an impending ex- 
amination in school was probably the most 
frequent offender, although they had occurred 
after the excitement of attending a football 
game, or precedent to a trip or before coming 
home after a period away from it. 

Incidental observations included the fact 
that the eyes never teared during crying. He 
Suifered from enuresis up to the age of 4. He 
Was always considered to have a degree of 
muscular incoordination. He was unable to 
Swim, could not run though he played at 


bas°ball; and he was adept at the piano. In 
his final summer it was observed that he 
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staggered for some minutes after alighting 
from a subway or on coming out of darkness 
into the light. This was particularly disabl- 
ing; it appeared as though he could not ad- 
just readily to any rapid change and coming 
from darkness into light was one of them. 
Going from the light into the dark did not 
seem to affect him adversely. Loud noises 
frightened him, and he was always considered 
to suffer from “vasomotor instability”. 

Course: Eleven months before death when 
nearly 17 years old, he was 4’ 11” tall and 
weighed 76 pounds, and had the appearance 
of a 10 or 11 year old boy. The abnormal neu- 
rological signs were the following: The re- 
tinal arteries were tortuous. The eyes di not 
converge. There was weakness about the 
mouth; when asked to show the teeth the 
upper lip was drawn laterally, the lower mov- 
ing little if at all. The speech was of the bul- 
bar type, guttural in sound as though the 
mouth were full. There was some drooling of 
saliva. He could not whistle. He was left 
handed, while his family was right handed. 
Muscular development was retarded and all 
movements lacked vigor. Breathing was large- 
ly diaphragmatic. There was lordosis of the 
lumbar spine and scoliosis of the dorsal spine. 
Resistance to passive movements was general- 
ly reduced. The range of passive movement 
of the joints was limited. He could not raise 
the hands over the head. He walked stiffly 
with the legs apart, weaving occasionally to 
either side, the trunk bowed forward some- 
what. It was impossible to obtain any of the 
deep reflexes. 

He attended high school and took part in 
modified physical activities. He was bedfast 
only during the feverish episodes, the last of 
which had its onset ten days before death. 
He had taken his mid-semester examinations. 
There then began the usual rhinitis and on 
the eighth day the usual vomiting and ab- 
dominal cramping. The vomiting became ret- 
ching and the temperature ascended sharply 
to 103° F. As always during these attacks he 
appeared desperately ill. Nembutal which had 
ameliorated some of the previous feverish 
attacks failed to be effective. His fever rose 
to 107 F. About 12 hours before death he 
was given morphine sulphate, grain ', after 
which he could never be aroused. This was 
the first dose of morphine that he had ever 
had. He ceased to excrete urine. Rales ap- 
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peared in the chest and he expired. 

Laboratory Data: Psychological examina- 
tions revealed intelligence quotients of 99 at 
the age of 5 years, 92 at 6, and 88 at the age 
of 13 years. Blood counts were normal. Blood 
Wassermann and Kahn tests were negative. 
At the age of 6 the sugar and non-protein 
nitrogen content of the blood were normal. 
Numerous roentgen studies of the chest and 
gastroenteric tract showed nothing abnormal. 

During a feverish episode at the age of 17, 
the NPN done repeatedly rose as high as 49 
mg. per cent, and on another occasion to 88 
mg. per cent. For many years the urine con- 
tained casts which disappeared at the age 
of 13, to recur in the feverish episodes. Al- 
bumin was sporadically found in the hundreds 
of samples that were examined throughout 
his life. The highest concentration in these 
routine samples was 1.025, the lowest 1.010. 

The blood pressure varied very widely. De- 
terminations during a day at the age of 9 
years were before breakfast 88/40; at 3 P. M. 
180/130 in his father’s office; at 6 P. M. 128/66 
at home; at 7 P. M. 150/100 at home, and at 
8:30 A. M. on the following day 150/114. This 
variance continued throughout life. On one 
occasion at the age of 16 it was 185/150; two 
months later 128/80 and on the same after- 
noon at a ball game 152/100. The highest 
measurement was 220/160 less than one year 
before death. A day later the blood pressure 
was 120/80. 


Differential Diagnosis 


Dr. George Engel: This is a very difficult 
case and I spent a lot of time wrestling with 
it. I secured more data from Doctor Aring 
and from other hospital records, which I felt 
were essential for the interpretation of the 
case. On looking closely into the record of 
the case it becomes apparent that we are 
dealing with a non-progressive, episodic dis- 
ease with its onset in infancy. The nature of 
the attacks is discrete and apparently each 
attack resembled the preceding one. It is 
stated that all attacks were provoked by emo- 
tional excitement. Each attack began abrupt- 
ly, followed by elevation of temperature for 
several days with marked fluctuations in tem- 
perature during this period, and finally de- 
fervescence over the course of two or three 
days. Additional data revealed that with the 
onset of these attacks the patient would com- 
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plain of coldness, he would shiver, and som:e- 
times he had a chill. There was associated 
pallor of the face and extremities. The hands 
and feet were cold, the trunk warm. Sweating 
was absent. Piloerection was not noted. Data 
from the nursing notes of one hospital admis- 
sion revealed that the sudden defervescence 
in temperature was marked by sudden pro- 
fuse sweating, warm extremities, and flush- 
ing. The attacks were also associated with 
vomiting, nausea, diarrhea, and pain in the 
extremities. There were formed elements, 
casts, and albumin in the urine during the 
attacks, and the NPN generally rose. Blood 
pressure fluctuated between hypertension and 
hypotension, but there was no consistent trend 
during the attack. Attacks were said to be 
aborted by nembutal, but it was also reported 
that the fever was brought down with anti- 
pyretic drugs. I also learned that this child 
had a high temperature during measles and 
chickenpox. In all these attacks the child 
was described as being very ill and during the 
period of elevated temperature he sometimes 
looked almost moribund. 

Since the attacks of fever are important 
in the case, I shall digress to talk briefly 
about the mechanism of heat regulation. 
It is a remarkable thing to me that although 
all physicians are aware that the hypothal- 
amus has something to do with heat regu- 
lation they seem to regard it as a sort of 
furnace that is periodically turned on or off. 
In all the clinical literature that I have found 
concerning temperature disturbances due to 
hypothalamic lesions, there is little data con- 
cerning the status of the peripheral mech- 
anisms of heat dissipation or conservation. 
Actually it is quite obvious that heat regula- 
tion is mediated chiefly by peripheral mecha- 
nisms. Body temperature depends upon a bal- 
ance between heat dissipation and heat con- 
servation and formation. Heat dissipation is 
mediated through the mechanisms of radia- 
tion, convection, and conduction, and eva- 
poration of water from the surface. Any body 
will radiate heat to neighboring structures 
which are at a lower temperature. Physio- 
logically this is controlled by vasodilata‘ion. 
By increasing the blood flow to the skin a 
greater volume of circulating blood is brought 
nearer to surface and hence there is greater 
turn-over in heat dissipation. Evaporatic" of 
water from the surface leads to cooling. "his 
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- mediated chiefly through the mechanisms 

‘ sweating. A small amount of evaporation 
-om skin takes place without sweating, the 
9-ealled insensible water loss. Those are 
ne specific mechanisms of lowering body 
cemperature. Heat conservation is effected 
‘hrough (1) piloerection, which is not an 
effective means of heat conservation in hu- 
mans, and (2) peripheral vasoconstriction. 
In addition the body can raise its temperature 
by increased heat formation. The most com- 
mon mechanism is by increased muscle ac- 
tivity or shivering, which may become so 
marked as to constitute a chill. Also there 
may be an increase in general cellular me- 
tabolism. The latter plays an important role 
in the fever of infections, reaction to foreign 
proteins, etc. Each of these factors may be 
modified in a number of ways. When environ- 
mental temperature exceeds body tempera- 
ture, radiation, convection, and conduction 
can no longer be effective and evaporation, 
through sweating, plays the major part. Peri- 
pheral factors which alter circulation and 
sweating will affect body temperature. Any 
morbid process or drug which causes peri- 
pheral vasoconstriction may cause the body 
temperature to rise. Similarly, drugs that in- 
crease sweating or decrease peripheral circu- 
lation may lower body temperature. It is a 
common phenomenon to see terminal rise in 
body temperature to 104-105° just before 
death. These patients generally have marked 
pallor, vasoconstriction, cold hands and feet, 
and actually are in shock. But their ability 
to dissipate heat is impaired because of the 
intense vasoconstriction, and in spite of cold 
skin, rectal temperature may be high. 

In studies of the central regulation of tem- 
perature it has been well established that heat 
regulating centers are located in the hypo- 
thalamus. In the anterior portion are located 
nuclei that have to do with heat dissipation. 
Stimulation of this area results in sweating 
and vasodilatation. The destruction of this 
region results in hyperthermia, due to relative 
overactivity of the centers of heat conser- 
vation and formation. The latter functions 
are located in the posterior portion of the 
hypothalamus, stimulation of which results 
in piloerection, shivering, and vasoconstric- 
tio: destruction resulting in hypothermia. 
Wh-n both these hypothalamic centers are 
des -oyed, poikilothermia results. 
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From the clinical data on this patient, it 
is apparent that all means of temperature 
regulation were intact, but there seemed to 
have been some imbalance. The problem is 
to consider what might provoke this disturb- 
ance in heat regulation. 

First it is necessary to rule out the possi- 
bility that there was an infection of some 
sort. I am unable to think of any infection 
that would start at the age of 5 months and 
last 18 years, with periods of relative well- 
being between the attacks. It does not re- 
semble malaria or any low grade chronic 
infection, such as brucellosis. Further, the 
temperature course is very unusual for any 
infection. In fever due to infection, once the 
initial chill is past, the patient generally is 
flushed, sweating, and feels hot. During the 
periods of elevated temperature, this boy was 
described as being cold, pale, with cold hands 
and feet, and not sweating. Although this may 
appear a very inadequate consideration of 
infection—the most common cause of fever, 
the atypical course makes me quite confident 
that an explanation will not be forthcoming 
on that basis. 

Next, one might consider fever due to some 
defects in the peripheral mechanisms of heat 
dissipation. This brings up a condition known 
as congenital ectodermal dysplasia with an- 
hidrosis, a rare condition in which the ab- 
sence of sweating results in high fever when 
the environmental temperature is high. This 
child did sweat, so that is not an important 
consideration. The next possibility is whether 
these paroxysms of fever may have been re- 
lated to extreme peripheral vasoconstriction 
due to humoral*factors, particularly epine- 
phrine. Pheochromocytoma of the adrenal 
medulla characteristically provokes paroxy- 
sms of extreme vasoconstriction. The usual 
symptoms described are paroxysmal hyper- 
tension, palpation, flushing of face, followed 
by blanching, nausea, vomiting, and pound- 
ing headache. In most instances the attacks 
are of short duration. With attacks lasting 
several hours, however, the prolonged and 
extreme peripheral vasoconstriction leads to 
marked disturbances in body temperature. I 
once had the opportunity to study tempera- 
ture changes in a 23 year old girl with a 
pheochromocytoma whose paroxysms lasted 
as long as 48 hours.’ Initially the symptoms 
were as I have just described, but after a few 
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hours the temperature of the hands and feet 
would fall from 90° F. to 76° F. (32° C. to 
25° C.), whereas her rectal temperature would 
rise from 98° F. to 105° F. (37° C. to 40° C.) 
by the end of the first day. The rectal tem- 
perature would remain up as long as the ex- 
treme vasoconstriction persisted. She sweated 
profusely from the trunk but in spite of this, 
the peripheral vasoconstriction was so marked 
that this girl was still unable to dissipate heat 
adequately. Under these circumstances her 
rectal or internal temperature rose. This dis- 
ease might seem like a good possibility in the 
boy under discussion. However, in the case 
of pheochromocytoma the rise in temperature 
is secondary to rise in blood pressure and to 
diminished peripheral circulation. In this boy 
there is no record that the blood pressure 
rose before the temperature. Indeed there was 
no consistent association between blood pres- 
sure and temperature. In addition this boy 
lacked certain of the primary symptoms re- 
sulting from epinephrine. He had no head- 
ache, no pupillary changes, no tachycardia, 
and no sweating during the period of vaso- 
constriction. The course of the individual at- 
tacks and the course of the disease were not 
that of pheochromocytoma. 

The next consideration is whether or not 
these attacks could be provoked by any cen- 
tral disturbance in temperature regulation. 
If one proceeds up the neuraxis, one is unable 
to find any area caudad to the hypothalamus, 
in which structures and tracts are closely 
enough grouped to yield generalized disturb- 
ance in heat regulation, without involving 
other structures in the central nervous sys- 
tem. One finally gets up to the hypothalamus 
and one is immediately struck by the sim- 
ilarity between these attacks, and those de- 
scribed as the result of stimulation of the 
posterior hypothalamus or destruction of the 
anterior hypothalamus. In addition, the fact 
that these attacks are prevented by nembutal 
focuses attention on the hypothalamus. It is 
a fact that nembutal will inhibit the heat 
formation and conservation centers in the 
posterior hypothalamus. However, we also 
know that this child had flushing and sweat- 
ing. This suggests that at first the posterior 
hypothalamus was stimulated with resultant 
shivering, vasoconstriction and hyperthermia, 
and that then the anterior hypothalamus was 
stimulated with sweating, flushing, and fall 
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in temperature. There must therefore have 
been some disturbance in the relationship 
between the two portions of the hypothal- 
amus concerned with heat regulation. 

At this point the question might be raised 
as to whether this child had any other signs 
that might be ascribed to hypothalamic dis- 
turbance. Gastrointestinal symptoms such as 
described in this patient during his attacks 
have been demonstrated in animals on stimu- 
lation of the anterior hypothalamus. Fluc- 
tuating hypertension suggests involvement of 
blood pressure regulatory mechanism in the 
posterior hypothalamus. Less certain to be 
of hypothalamic origin are the attacks of 
breath-holding followed by somnolence, which 
in certain respects resemble narcolepsy or 
cataplexy. Hyperphagia has been produced in 
animals by hypothalamic lesions, but these 
animals usually become very obese. This pa- 
tient was almost a dwarf. So far I am not 
aware of the combination of hyperphagia and 
dwarfism being produced by hypothalamic 
lesions. Thus there are a number of symp- 
toms which may definitely be related to the 
hypothalamus and others which might be. 

To summarize so far, we are dealing with 
a non-progressive, episodic disease in which 
our data suggest the possibility of some dis- 
turbance in hypothalamic function. Before 
proceeding further, we might pause and con- 
sider the possible etiological lesions in the 
hypothalamus. 

In the first place it seems quite clear that 
one cannot postulate any fixed lesion in the 
hypothalamus, as we already have demon- 
strated that both parts of the hypothalamus 
appear to be capable of function. That would 
rule out infarction, gliosis, or degenerative 
lesions destroying part of the hypothalamus. 
Neither can the disorder be explained as an 
expanding lesion. The hypothalamus is 10- 
cated in a crucial area of the brain. An éx- 
panding lesion could hardly last for 18 years, 
without leading to increased intracranial 
pressure or hydrocephalus, or to involvement 
of the optic chiasm, or to diabetes insipidus, 
or the adiposo-genital syndrome, or pubertus 
praecox, or involvement of the adjacen? in- 
ternal capsule. None of these things was 
present and there was no progression so that 
it appears to me that neoplasm is ruled out. 
There is also nothing in the history to sug- 
gest an inflammatory lesion such as tha’ due 
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, encephalitis at a very early age, which 
‘ain brings back a fixed lesion in the hypo- 
nalamus, further there is no history to sug- 

est this. One might wonder about a vas- 
cular lesion, which permitted a certain de- 
eree of variation in blood flow to this region 
from time to time. An aneurysm without 
neighboring signs and without subarachnoid 
bleeding would be unlikely. One might con- 
sider a vascular anomaly, such as a cavernous 
hemangioma or some type of congenital ar- 
teriovenous shunt, but the more I thought 
about it the less able was I to visualize just 
how such a lesion could produce this picture. 
Pineal or pituitary tumor I have already elim- 
inated from consideration. 

Now that I have ruled out all types of les- 
ions of the hypothalamus, I am not left with 
very much. I am faced with the conclusion 
that the hypothalamus is impaired through 
a process not located in the hypothalamus. 
Could there be a lesion higher up in the 
brain involving connections to the hypothal- 
amus? My neuroanatomy fails me at this 
point, and I am unable to name any region 
about the hypothalamus, destruction of which 
would lead to such a picture. Nevertheless 
I think we can say that there is some func- 
tional derangement of the hypothalamus. I 
think this is a consideration worthy of further 
thought. We have already presented con- 
siderable evidence to make us feel that the 
disturbance is central in origin. We know also 
that these attacks are described as being pro- 
voked by emotional factors. We know also 
that there was an abnormal temperature re- 
action to the exanthems. If we are dealing 
with some type of functional disturbance in- 
volving hypothalamus the question comes up 
as to whether this is the primary disorder or 
whether it is secondary to some other process. 
What evidence is there for any other process 
not related to the hypothalamus? I believe 
this boy had a number of signs and symp- 
toms which may have been of different origin. 
For one thing he had a generalized disturb- 
ance in his muscles. The muscles were small 
and somewhat weak and there were absent 
deep reflexes, lordosis, scoliosis, bulbar speech 
without evidence of bulbar palsy, drooling, 
anc defective convergence. In the absence of 
any evidence of lesion of the spinal tracts 
or polyneuritis, I am forced to conclude that 
the difficulty was located in the muscles 
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themselves, perhaps some type of muscle dys- 
trophy. Dermatomyositis might be considered, 
but there is nothing in the history to favor 
this. Metabolic disturbance with derange- 
ments in creatine or creatine metabolism 
could also be thought of. One might wonder 
about an endocrine disturbance. It is known 
that the male sex hormone has to do with 
muscular development and the patient had 
an undescended testicle. Whether the pitu- 
itary had anything to do with this. I cannot 
say. I doubt it. I think the question of the 
muscular weakness may be related to the 
dwarfism. Essentially the boy was a sym- 
metrical dwarf. This was not .confined to 
the muscles because the skeleton was also 
small. In the absence of x-rays we know 
nothing of such important matters as bone 
age, epiphyseal closure, etc. Further he had 
absent secondary sex characteristics, no pub- 
ic hair and undevelopment of the external 
genitalia. Could this be related to some dis- 
turbance in the pituitary? I believe this may 
more readily be explained by the extreme 
weight loss resulting from the repeated epi- 
sodes of fever. He was said to lose from 8 to 10 
pounds with each attack. With such a handi- 
cap it is obvious that this boy had to gain more 
than a hundred pounds extra just to make up 
his periodic weight loss. I believe this is ade- 
quate explanation of the underdevelopment 
and also of his hyperphagia. It may also ac- 
count for the muscular dystrophy. In short, 
these manifestations most likely were indirect 
results of the central disturbance. 

Then we have the factor of allergy and 
asthmatic attacks. I think these are inci- 
dental and are not essentially related to the 
picture as a whole. The family allergic his- 
tory was strong. 

The description of arterial changes in the 
fundi, periodic hypertension, and evidences 
of impaired renal function during the attacks 
makes me wonder if he had some type of 
primary renal disease. Between attacks, his 
kidney function was adequate. I am inclined 
to believe that the vascular changes were 
secondary to hypertension, which was central 
in origin. 

In final analysis then, we find a condition 
in which most, if not all, the findings might 
be caused by some disturbance in the hypo- 
thalamic function, yet I am unable to ascribe 
it to a lesion in the hypothalamus, while the 
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neuroanatomic data available to me do not 
enable me to locate a lesion about the hypo- 
thalamus. That brings up an interpretation 
which I am sure is going to get me into 
trouble. Iam going to be so bold as to suggest 
that these attacks were psychogenic in origin 
and that the tissue changes were secondary 
to such a mechanism. The protocal repeatedly 
emphasizes the role of emotional factors in 
provoking the attacks. We know perfectly 
well that psychogenesis can lead to organic 
lesions as the result of longstanding disturb- 
ance in function. Ulcerative colitis, peptic 
ulcer, hypertension are but a few examples. 
Is there any evidence that paroxysms of fever 
resembling those seen in this case may be 
provoked by psychological factors? 

This is a domain of psychosomatic medicine 
that has received relatively little attention. 
I can cite from my own experience three cases 
characterized by repeated episodes of chill- 
ing, fever, gastrointestinal symptoms, oliguria, 
and limb pains over many years, and the 
most exhaustive study failed to reveal any 
infectious cause but psychological precipi- 
tating factors were prominent. These cases 
were all in adults and as far as I know ali are 
still alive. 

There is in the literature the report of a 
43 year old man who had frequent recurrent 
bouts of fever up to 104° F. for 13 years, whose 
attacks ceased after psychotherapy.” Alt and 
Barker? described a case of intermittent fever 
that began at the age of four years and had 
lasted 25 years at the time the report was 
made. And finally Dunbar‘ cites considerable 
foreign literature on psychogenic fever, in- 
cluding instances in which marked tempera- 
ture changes were induced by hypnosis. 

With these data, plus the previous line of 
reasoning which has led us to conclude that 
the disturbances in temperature regulation 
in this case are due to a defect in hypothal- 
amic function without a lesion in the hypo- 
thalamus, I am going to suggest that the 
attacks were of psychogenic origin and that 
the anatomical changes that Dr. Scheinker 
will demonstrate may be secondary to long- 
standing derangement of function. The hypo- 
thalamus will be intact. There may be a lesion 
(vascular or degenerative) near the hypo- 
thalamus, but where I do not know. There 
may be vascular lesions secondary to the 
longstanding intermittent hypertension, in- 


188 


Nervous SYSTEM 


JUNE 


cluding changes in the aorta and early small 
vessel lesions, perhaps in the kidney, heart, 
and perhaps in the brain. The muscles should 
show some atrophic or degenerative changes. 
There may be acute changes in the gastro- 
intestinal tract, particularly erosions. There 
will be changes in the lungs related to the 
longstanding asthma, and perhaps more acute 
changes of the terminal illness. 


Clinical Diagnosis 


Hypothalamic attacks of undetermined 
etiology. 
Amyotonia congenita. 


Doctor Engel’s Diagnosis 


Hypothalamic attacks of psychogenic 
origin. 

Unlocalizable lesion (vascular or degenera- 
tive) near the hypothalamus. 

Erosion of gastroenteric tract. 

Asthmatic bronchitis and terminal lobular 
pneumonia. 


Anatomical Diagnosis 


Destruction of the inferior half of the dor- 
somedial nucleus of the right thalamus 
by an old cyst of softening and gliosis. 

Amyotonia congenita. 

Acute necrosis of the liver. 

Status thymolymphaticus. 

Asthmatic bronchitis and minimal acute 
lobular pneumonia. 

Minimal glomerulonephritis. 


Discussion of Pathology 


Dr. I. Mark Scheinker: I shall start with 
the visceral changes and then consider the 
alterations of the central nervous system. 
There were changes that may be called status 
thymolymphaticus. Except for a mild con- 
gestion, no pathologic findings could be dis- 
closed in the adrenal glands. In the lungs 
the outstanding change was marked thicken- 
ing of the bronchial walls which in part was 
due to proliferation of connective tissue, and 
in part a dense accumulation of inflamma- 
tory cells. These cells appeared at first glance 
to belong chiefly to the lymphoid series. but 
on closer inspection many were seen (0 be 
eosinophils. Beneath the intact bronchial 
mucosa there was an abnormally thick, ‘ya- 
line, basement. membrane. The air sacs vere 
generally free of exudate; some alveoli °on- 
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ined leukocytes only in the immediate vic- 

ity of bronchial radicles. We are dealing 
-ith an allergic form of bronchitis and as- 

ciated minimal acute lobular pneumonia. 

ne alterations found in the kidneys may be 
classified as low grade glomerulonephritis, 
occasional scarring of some of the glo- 
meruli. There were focal areas of acute ne- 
crosis in the liver. I was inclined to think 
that these areas of necrosis occurred within 
the last few days of life and might have been, 
in part at least, the result of the single dose 
of morphine, since he had never had this drug 
previously and since it appeared to initiate 
the coma from which he never revived. 

In the central nervous system, the most 
notable feature was a small cystic cavity in 
the right thalamus. This cavity measured 
9 by 14% by 2 mm., and was confined to the 
dorsomedial nucleus. Inferiorly it reached to 
within 3 mm. of the ependyma of the third 
ventricle. The nervous tissue adjacent to the 
cavity appeared homogeneous in structure and 
slightly firm to touch. The entire lower half of 
the dorsomedial nucleus of the right thalamus 
was involved. The remaining parts of the 
diencephalon did not disclose any gross ab- 
normalities. The hypothalamus, brain stem, 
and cerebellum appeared grossly normal. The 
spinal cord showed changes consistent with 
of amyotonia congenita, the muscle did not. 

The case presented here is unique as re- 
gards the small size of the lesion and its 
rather discrete localization. It is significant 
since it clearly indicates that the hypothal- 
amus is under direct control of higher mech- 
anisms. 

There is a single case in the literature that 
could be compared with it, a patient described 
by Penfield in whom the symptomatology con- 
tained: restlessness, sudden vasodilatation of 
the face, rise of the blood pressure, lacrimen- 
tation, diaphoresis, salivation, dilatation or 
contraction of pupils, transient shivering, and 
Cheyne-Stokes respiration. These attacks 
were associated with a tumor of the third 
ventricle. It pressed against the anterior nu- 
cleus of the thalamus on both sides. The 
fornices were stretched over the tumor. There 
must have been pressure on the mamillo- 
tha'amie fasciculus, anterior commissure, and 
antcrior peduncle of the thalamus. The 
mo\ .ble tumor acted as a ball-valve, shutting 
off \\e flow of cerebrospinal fluid through the 
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foramina of Monro, and transient hydro- 
cephalus resulted. 

The case presented here represents the first 
clear evidence in man that a circumscribed, 
focal lesion confined exclusively to the dor- 
somedial nucleus of the thalamus may result 
in a hypothalamic syndrome. Analysis of the 
clinical symptomatology suggests that the 
unilateral thalamic lesion was associated 
in the production of paroxysmal discharge 
through the vegetative nervous system; com- 
parable to the focal discharge through the 
cerebrospinal system, known as Jacksonian 
fits. 

The frequent attacks of “breath-holding” 
or “blue spells,” during which the patient 
would become cyanotic and lose consciousness 
may have been autonomic seizures chiefly 
involving the mechanisms for regulation of 
the respiratory and vascular systems. in con- 
tradistinction to the disturbances of tempera- 
ture regulation associated with hypothalamic 
lesions, which is manifested as constant hy- 
perthermia or hypothermia, in our case there 
was severe maladjustment of these mech- 
anisms under stress. 

Dr. Charles D. Aring: Psychological factors 
did certainly provoke many, if not all of the 
feverish attacks. Their relation to what were 
for this boy, strenuous situations, were re- 
peatedly demonstrated to the satisfaction of 
everyone who had anything to do with the 
patient. There can hardly be any question 
that psychogenetic factors initiated the ter- 
rific attacks, the final of which was fatal. I 
should say that Doctor Engel has analyzed 
this case expertly, in fact better than any 
of us who saw him (about 100 physicians 
throughout the country). 

Dr. Engel: I am not nearly as chastened as 
Doctor Scheinker evidently thinks I should 
be. Actually I feel very well satisfied. As 
Doctor Aring has emphasized all the attacks 
were provoked by emotional factors. Now it 
is well established that the hypothalamus is 
the main-way station for the visceral and 
somatic expression of emotion, although ob- 
viously the ideational content arises from_ 
higher levels. In this instance we are dealing 
with a release phenomenon in the sense of 
Hughlings Jackson. Because of the interrup- 
tion of certain higher pathways by this lesion 
we see over-reaction of the hypothalamus to 
more or less normal emotional stimuli. Sim- 
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ilarly there was over-reaction to certain phy- 
siological stimuli, as is attested by his reac- Garceau Electroencephalographs 
tion during measles and chicken pox. I sus- NO BATTERIES A. C. OPERATED 
pect that if this boy could have lived in a 
PROMPT DELIVERY SHIPPED READY TO RUN 
vacuum, he might never have had any symp- 
toms (like Bard’s hypothalamic cats which 
were symptomless unless stimulated). I pre- 
fer this interpretation to the one advanced 
by Doctor Scheinker that the lesion acted as 
an irritative focus and provoked ‘autonomic 


epilepsy”’. 
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Drs. Beverley R. Tucker, Howard R. Masters, and Jas. Asa Shield 


SAINT ALBANS SANATORIUM 
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Rogers Memorial Sanitarium 


OCONOMOWOC, WISCONSIN 
Telephone 448 
A PRIVATE sanitarium (incorporated not-for-profit ) 
for the treatment of 


Diseases of the Nervous System 
All approved methods of therapy are used 
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The institutions Usted in this section are among the finest private sanitaria tn the United States. |] | 
| They are prepared to offer private, individual, specialized care to your patients. | ig 
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Dallas, Texas Livermore, California | | 
| 
CHESTNUT LODGE SANITARIUM NORTH SHORE HEALTH RESORT =f | 
Rockville, Maryland : Winnetka, Illinois 
COSTEFF SANITARIUM RING SANATORIUM AND HOSPITAL, Inc. | 
: Peoria, Illinois Arlington, Massachusetts | | | 
COMPTON SANITARIUM and | 
LAS ROGERS MEMORIAL SANATORIUM 
California Oconomowoc, Wisconsin 
COYNE CAMPBELL SANITARIUM, SAINT ALBANS SANATORIUM 
Oklahoma City, Oklahoma Radford, Virginia | | ig 
ELMLAWN ST. JOSEPH SANITARIUM | | 
(The Wilgus Sanitarium) | 
FENWICK SANITARIUM THE RETREAT | | 
Covington, Louisiana Des Moines, lowa | _ 
THE FOREST SANITARIUM THE STOKES SANITARIUM | a 
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Today It Is Treatment 


Since the introduction of modern treatments for mental illnesses, sanitaria 
no longer properly belong in the class of custodial institutions. They should 
be, instead, centers of active medical treatment. 


In keeping abreast with the progress in the psychiatric field, the KENIL- 
WORTH SANITARIUM has been among the first to adopt each of the modern 
methods of treatment for all types of nervous and mental illnesses. 


So that today, the attending physician is offered here, facilities for use of 
the various modern treatments, accepted to date, with the full assurance of 


cooperation from an adequately experienced personnel. 


ADDRESS OR PHONE, DIRECTOR, 


Kenilworth Sanitarium 


KENILWORTH, ILLINOIS 
Telephone Wilmette 351 and 1662 


MEDICAL STAFF 


CONSULTANT STAFF 
THOMAS L. FENTRESS, M.D. 
HARRY R. HOFFMAN, M.D. 
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